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Spiritual care, a central element of holistic and multidisciplinary care, is not often 
integrated into practice.  In order to assess the ability of the nursing profession to 
offer spiritual care, one could begin with student nurses as the next generation of 
clinicians.  However, there has been little exploration of student nurses’ perceptions 
and attitudes towards spirituality and spiritual care.   
 
Purpose 
This exploratory study investigated nursing students’ perceptions and attitudes about 
spirituality and spiritual care.   
 
Method 
 A mixed-method study was conducted over two phases.  In-depth interviews with a 
convenience sample of 16 final-year students were conducted. Findings from the 
interviews and a systematic literature review were used to construct a tool to survey 
a representative sample of final-year student nurses (response rate of n=745, 61.9%).  
 
Results 
Phase 1 revealed three emerging themes for each major concept. Themes relating to 
spirituality were being human, spiritual well-being, and spiritual awareness. Themes 
of spiritual care were antecedents for spiritual care, forms of spiritual care, and 
nursing role. Themes relating to factors influencing spiritual care in practice were 
personal attributes, system factors, and patient factors. 
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In Phase 2, the Spiritual Care-Giving scale (SCGS) was developed and tested to be 
valid and reliable (α=0.96), comprising five factors: Attributes for Spiritual Care, 
Spirituality Perspective, Defining Spiritual Care, Attitudes to Spiritual Care, and 
Spiritual Care Values. Concurrent validity showed moderate correlation with two 
other theoretically relevant scales, Spirituality and Spiritual Care Rating Scale 
(SSCRS) and Student Spiritual Care Survey (SSSC).  
 
Correlation analyses showed positive correlations between SCGS, age and 
programme type. Multivariate analyses testing the relationships between nationality, 
race, and institution where respondents were enrolled showed positive association 
between SCGS scores and institution, (F(df=2772)=5.557; p<0.004) but no main 
effects observed between SCGS score, race, nationality, and age. Post-hoc analysis 
showed a significant interaction effect between race and institution 
(F(df=5772)=2.547; p<0.027). It showed that race was not a main effect but was 
dependent on the institution where the students were studying. 
 
Discussion  
Many findings echoed studies conducted in Western Europe and North America with 
students and practising nurses. Differences were identified however in relation to 
students’ perceptions of spirituality and attributes to deliver spiritual care. Students 
participating in interviews perceived spirituality as universal, innate, an important 
aspect of being human. Survey findings indicated that students’ demographic details, 
programme type, and academic environment influenced their perceptions and 
attitudes about spirituality and spiritual care. The results also supported the 
theoretical coherence between the three constructs proposed in the conceptual 
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framework (see Fig. 3.1). However, the assumed relationship that understanding 
spirituality will translate into practice needs to be tested in future research. 
 
Conclusion  
The SCGS is the first validated composite tool developed and tested in a 
cosmopolitan and multicultural Asian society. Spirituality and spiritual care need to 
be explicitly taught in pre-registration nursing education programmes and requires 
concerted effort and support by management and regulators to integrate such 
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Chapter 1: Background 
 
1.1 Introduction 
There is increasing acknowledgement by a medically dominated health care system 
about the value and importance of spirituality in the provision of care.  Empirical 
research has identified emerging evidence of a positive association between 
spirituality, individual healthcare outcomes, and quality of life (Koenig, George, & 
Titus, 2004; Pulchaski, 2004; Anandarajah, 2008; Meraviglia, 2004; Burkhart & 
Hogan, 2009).  
 
Indeed, there are many extraordinary stories about ordinary people who, against all 
odds, overcome life’s challenges and adversities. Rolheiser (2001, cited in Miner-
Williams, 2006) ascribed these outcomes to individuals yearning to find meaning 
and significance for suffering, illness, and death.  At such times, individuals seek to 
move from their sense of brokenness to a sense of wholeness (Miner-Williams, 
2006).  According to Puchalski (2004), spirituality is that aspect within the human 
being that seeks to heal or be whole. 
 
This chapter outlines reasons for the growing interest in spirituality and more 
specifically the importance of spirituality in nursing care. Despite its importance, 
many nurses struggle to provide spiritual care and some reasons are offered as to 
why this may be. Discussion of these reasons provides the basis for the aims of this 
programme of research. The significance of the study is outlined and the chapter 
concludes with an overview of the thesis. 
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1.2 Interest in Spirituality 
Up until the 1980s there was relatively little published research on spirituality but 
this has been changing. There are several possible reasons for the increasing interest 
in spirituality. Philosophically, spirituality is aesthetically and morally appealing to 
most people (Hussey, 2009). Studies report that spirituality can be a powerful coping 
resource for patients with health-related problems such as chronic illnesses and 
advanced diseases (Narayanasamy, 2007). Furthermore, in response to the growing 
global ageing population and increasing proportion of those living with a chronic 
condition, there has been a shift of focus from curing to healing (Adegbola, 2006). 
Spirituality has more prominence for individuals when the medical system is 
perceived to be unable to meet their needs; and the person begins to look toward 
spirituality for meaning, purpose, and understanding (Puchalski, 2004). 
 
A Gallup survey in 2002 in the United States of America (USA) showed that as 
people age, spirituality increases in importance. Spirituality becomes a source of 
hope and aids their adaptation to illness (Gaskamp, Sutter, & Meraviglia, 2006). 
According to Mueller, Plevak, & Rummans (2001), national surveys of both the 
general population and patients have consistently indicated a belief in a higher being 
and the power of God to improve their course of illness; and a desire for spirituality 
to be incorporated into their healthcare management. 
 
In a National Inpatient Priority Index survey conducted in the USA, hospitalised 
patients placed a high value and importance on having their emotional and spiritual 
needs met (Clark , Drain, & Malone, 2003). Hospitals that achieved a higher index in 
these categories by survey respondents also achieved higher patient satisfaction 
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ratings and were more likely to be recommended to others. In the Asian context, 
elderly Chinese men (n=1300) participating in a recent study in Singapore indicated 
a belief that spirituality helped them to age better and successfully. The researchers 
concluded that “...spirituality, and ... were salient factors associated with successful 
aging.” (Ng, Broekman, Niti, Gwee, & Kua, 2009, p. 414).   
 
1.3 Spirituality in Nursing Practice 
In recognition of the importance of spirituality in nursing practice, legislation, 
statutory regulations and professional guidelines have been established in some 
countries (Chan, 2009; Gordon & Mitchell, 2004). Similarly, codes of conduct 
developed by nursing organizations around the world have attempted to outline the 
professional obligations of nurses to meet patients’ spiritual needs (McEwen, 2005; 
Paley, 2008a).  Despite these measures, attending to patients’ spirituality is still a 
much neglected area of practice (Swinton, 2006; Vance, 2001; Oldnall, 1996).   
 
McSherry , Cash, and Ross (2004) contend that existing professional guidelines and 
legislative frameworks are underpinned by two major assumptions: (1) patients and 
nurses are aware of their own spirituality and have mutual understanding and 
agreement about this concept; and (2) patients and users of healthcare services 
expect to have their spiritual needs addressed. Possible factors underpinning the lack 
of integration of spirituality in practice are explored in the following sections and 
include conceptual confusion, perceived needs of patients, nurses’ spiritual well-




1.3.1 Conceptual Confusion 
There is confusion surrounding the meaning of spirituality and how it is interpreted 
and understood by both nurses and patients (McSherry & Cash, 2004). Tan, 
Braunack-Mayer and Beilby (2005) suggested that this confusion could be due to 
language and terms used when defining and discussing spirituality.  As “spirituality 
is an elusive, difficult to define, poorly understood notion” (Paley 2008c, p. 177), 
attempting to describe and define it can render it a vague term with no real 
significance (McSherry & Cash, 2004).  Swinton (2006) argued that attempts to 
define spirituality by adopting a “one size fits all” approach should be evaluated 
critically (p. 920). The term could potentially become so broad in its meaning to 
accommodate all perspectives that it loses any real significance. 
 
For example, a controversial court ruling on December 31, 2009 in Malaysia, 
permitted  non-Muslims to continue to use the word “Allah” as a translation for 
“God” in Malay. However, some Muslims argued the word is exclusive to Islam, and 
that its use by others could confuse Muslims and cause them to convert to 
Christianity (Hassan, 2010).  This controversy raised possible concerns about the 
appropriateness of religious definitions and meanings for spirituality being adopted 
by a global discipline such as nursing (Paley, 2008b; 2008c). Equally, professionals 
from other disciplines, such as sociology, psychology, theology, and allied health 
may challenge the adoption of certain religious definitions of spirituality in health 
care more generally (Tan et al., 2005).  
 
Most definitions of spirituality, spiritual health, and spiritual well-being are 
culturally bound. For example, the Ellison Spiritual Well-being Score uses the 
concept of divinity which is applicable to Jewish, Christian, and Muslim populations 
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(Ellis, Vinson, & Ewigman, 1999). There are other religious or traditional beliefs 
such as Taoism, Buddhism, ancestral worship, and Hinduism that were not included. 
The tool may therefore not be sufficiently ethno-culturally diverse to accommodate 
these different perspectives and be used in multicultural societies. 
 
The meaning and use of spirituality, therefore, should be studied carefully from 
various cultural perspectives. Swinton (2006) argued that many authors make claims 
about the meanings of spirituality but may not substantiate their views. What can be 
asserted without evidence can also be dismissed without evidence. It is therefore 
important to discuss spirituality in terms of an evidence-based framework. 
Spirituality in nursing requires the profession to seek a “conceptual and theoretical 
unity” (Clarke 2009, p. 1667). This means finding a common understanding, which 
in turn will contribute to consistency in the terminology and language used to 
describe it. With a clear articulation of what spirituality means, the discipline of 
nursing may be able to espouse how nurses perceive the phenomenon. All healthcare 
professionals attending to patients’ spiritual needs should possess a breadth and 
depth of understanding to embrace an individual’s uniqueness (McSherry et al., 
2004). Such an approach may enable measurement of attitudes and understanding to 
be utilised to inform pre-registration education, professional development, practice 
guidelines and contribute to theory development.  
 
1.3.2 Do Patients Want Spiritual Care? 
Although high patient satisfaction scores have been associated with meeting patients’ 
emotional and spiritual needs (Clark et al., 2003), it should not be assumed that all 
patients are receptive and would like nurses to attend to their spiritual needs 
(McSherry, 2007). One survey identified that patients may or may not expect 
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spiritual care-giving from nurses (Taylor & Mamier, 2004). According to some 
patients in another study, the generation gap between the patient and nurse can be an 
obstacle (van Leeuwen, Tiesinga, Jochemsen, & Post, 2007). Some participants 
reported that they would prefer to talk about spiritual issues with older nurses. 
Others cited factors such as differences in life experiences, upbringing, spiritual 
involvement, and cultural aspects that affected their desire to relate to nurses about 
spirituality issues (Taylor & Mamier, 2004; Pesut 2008a, 2008b; Pesut & Thorne, 
2007). Other researchers concluded that the views, perceptions, attitudes, and desires 
for such care by the patient should be sought (Conner & Eller, 2004; Taylor & 
Mamier, 2004; Pesut, 2008a; 2009; Pesut & Reimer-Kirkham, 2010).  
 
1.3.3. Nurses’ Spiritual Well-being 
Delivering spiritual care requires the nurse to engage with the patient at the heart of 
human experience, listening to their experiences and exploring their spiritual needs.  
Research has shown that nurses are likely to provide spiritual care effectively if they 
are “grounded” in their understanding about spirituality (Hegarty, 2007, p. 46). Their 
ability to appreciate, understand, and be spiritually aware enables them to ”bracket” 
their spirituality and attend to patients’ spiritual needs with sincerity, respect, and 
trust (Hegarty, 2007, p.46). Ramsden (cited in Hegarty, 2007) notes that nurses 
should be “regardful” and responsive to individuals’ unique culture, be open, and 
accepting of one’s limits and to set aside any defensiveness (p.46). 
 
This openness towards others requires nurses to acknowledge the presence of 
different perspectives and their engagement with life (Hegarty, 2007). Equally 
important is the nurturing of nurses’ own spiritual well-being. It was reported that 
care-providers with higher levels of spiritual well-being tend to have favourable 
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attitudes toward spiritual care and are more sensitive to the spiritual needs of patients 
(Treloar, 2000; Stranahan, 2001; Lundmark, 2006; Fisher & Brumley, 2008).   
 
1.4 Spiritual Practice in Singapore 
Singaporean society is a highly religious tolerant society. People are free to choose, 
practise, observe, and respect one another’s religious, cultural and spiritual beliefs. 
Little is known about spiritual practice in healthcare, magnitude of patients’ spiritual 
needs and support they obtained from healthcare professionals. Through 
observations, anecdotal evidence and conversations with nursing and healthcare 
colleagues, conceptual confusion regarding spirituality and spiritual practice 
appeared to be common. Furthermore, permission was not given to review nursing 
diploma curricula, except for the degree programme, so there was lack of 
understanding and knowledge of spiritual education and practice in Singapore.  
 
1.5 Problem Statement 
There is a professional mandate for nurses to provide spiritual care (Gordon & 
Mitchell, 2004; Stern & James, 2006). Yet there is relatively little published about 
the way nurses learn about spiritual aspects of care. Given that spirituality is difficult 
to define and poorly understood, the role of education in spiritual development is 
highlighted.  
 
In a systematic literature review of thirteen studies published between 1985 and 
2003, it was found that age per se appeared less important in the development of 
spirituality (Dalby, 2006). Instead, the review highlighted the complexity of the 
question of spirituality development. 
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There is a view in the psychological literature that children may not understand 
abstract notions related to spirituality as they are developmentally immature, lack 
sufficient ego, development and intellectual capacity (Hart & Ailoae, 2007). These 
assumptions are derived from the rational thinking style of adults on defining 
spiritual life. Heilferty (2004) however, argued that children have spiritual awareness 
and that this awareness colours their perceptions of everything in their lives that 
matters to them. Furthermore, the spiritual nature of young people has now started to 
gain more attention and appreciation of its significance for later development (Hart 
& Ailoae, 2007).  
 
Research indicates the importance of incorporating spiritual education in nursing 
undergraduate curricula in order to raise students’ spiritual awareness and 
development.  However, since the 1980s, systematic studies and anecdotal nurses’ 
accounts have not shown apparent heightened spiritual awareness and interest among 
the profession (Musgrave & McFarlane, 2003). Despite published reports that 
spiritual education has been incorporated into various programmes (Catanzaro & 
McMullen, 2001; Pesut, 2002; Lemmer, 2002; Meyer, 2003; Baldacchino, 2008; 
Lantz, 2007) most studies consistently reported that nurses felt inadequately 
prepared for this role (Highfield, Taylor, & Amenta, 2000; Stranahan, 2001; Ross, 
2006; Hubbell, Woodard, Barksdale-Brown, & Parker, 2006; Carr, 2008).  
 
Some studies have explored nurses’ perceptions of spiritual care (McSherry,  2007; 
Stranahan, 2001) and nursing students’ spiritual care learning (Pesut, 2002; 
Baldacchino, 2008) but virtually none have investigated nursing students’ spiritual 
awareness, their perceptions and understanding of spirituality and their role in 
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spiritual care (McSherry, Gretton, Draper, & Watson, 2008).  Recent research 
identified that when young persons conceptualised life experiences as spiritual 
experiences their spiritual development was enhanced (Hart & Ailoae, 2007). Hart & 
Ailoae (2007) commented that these experiences are direct, personal and often have 
an effect, though momentarily, “waking us up” (p. 347) to pursue the spiritual quest 
especially through wondering, questioning, and searching for meaning (e.g., “Who 
am I?”).  Therefore, knowledge about factors that influence nursing students’ 
spiritual development and awareness warrants investigation.  
 
It could also be argued that the current generation of students may have different 
worldviews, cultural beliefs and values about spirituality and spiritual care from 
previous generations of nurses due to secularisation and modernisation in society. 
Given these varied perspectives, there is a need to understand students’ views and 
insights noting how their spiritual development is shaped by their worldview, 
experiences, global changes, and moral orientation (Hart & Ailoae, 2007).   
 
Most studies on spirituality have been conducted in either North America or the 
United Kingdom. Samples were usually homogenous and participants identified with 
Western religions and cultural beliefs. This means that any insights gained and 
subsequent theory by default reflects a Judeo-Christian perspective (Paley, 2008b, 
2008c, 2009). To fully understand and describe the meaning of spirituality and 
spiritual care/needs, further research is required that includes culturally and 
religiously diverse samples and perspectives (Conner & Ellen, 2004; Creel, 2007). 
Insights into how nurses perceive spirituality and spiritual care could help to inform 
and shape practice and education.  Studies conducted in Hong Kong and Taiwan 
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indicated perceived differences in Western and Chinese cultures, religions and 
beliefs that may affect how the Chinese perceive spirituality, spiritual needs, and 
desired spiritual care (Mok, Wong, & Wong, 2009; Chung, Wong & Chan, 2007; 
Shih, Gau, Mao, Chen, & Lo, 2001).  
 
There has been a lack of progress in relation to the development and implementation 
of spirituality in practice. Indeed it could be argued that there is a disconnect 
between theory and practice. While existing studies have explored some of the 
reasons for the gap between theory and practice, many of these have been anecdotal, 
and issues have not been studied systematically and empirically (McEwen, 2005; 
Swinton, 2006). There continues to be a noticeable absence of studies in the 
literature that focus on nurses’ and students’ perceptions of spirituality (Ross, 2006; 
Chism & Magnam, 2009) generally and from Asian countries specifically. A review 
of eight nursing research papers conducted with nursing students and published 
between 1990 and 2010 showed that the focus was mainly on spirituality content in 
curricula, and the impact of specific spiritual education modules or teaching 
strategies on students’ spiritual perspectives (Pesut, 2002; Baldacchino, 2008; 
Mooney & Timmins, 2007; McSherry et al., 2008; Meyer, 2003; Wallace, Campbell, 
Grossman, Shea, Lange, & Quell, 2008; Hoffert, Henshaw, & Mvududu, 2007; van 
Leeuwen, Tiesinga, Middel, Post, & Jochemsen, 2009). There was no study 
specifically investigating students’ perspectives of barriers influencing spiritual 





In 1990, nursing education in Singapore evolved from an apprenticeship system to a 
diploma programme and then to a degree in nursing in 2006. Therefore, the 
educational preparation of nurses in the current workforce is varied. Furthermore, 
due to nursing shortages in many countries, at least 16% of the nursing workforce in 
Singapore comprises foreign nurses (Singapore Nursing Board, 2008) contributing to 
even more diversification in the educational preparation of the existing pool of 
nurses in the inpatient or ambulatory settings. Foreign-trained practising nurses may 
have received some form of spiritual education in their countries of origin during 
their undergraduate nursing education preparation but may not have been assessed or 
integrated this aspect of learning in practice. Similarly, local practising nurses may 
not recall their earlier pre-registration education especially if they had been working 
in the healthcare workforce for many years.  
 
Spirituality is very much an individual phenomena (Ross, 1996; Sawatzky & Pesut, 
2005; Tanyi, 2002). Spiritual care often depends on the individual. When providing 
spiritual care, nurses need to identify and plan care according to the individual’s 
needs. Similarly, in order to develop, deliver, and evaluate whether spiritual 
education is appropriate and effective, student nurses need to be explicitly engaged 
(McSherry et al., 2008; Chism & Magnam, 2009). The views of students, educators 
and healthcare consumers should be sought as their worldviews, perspectives, and 
beliefs may differ (McSherry et al., 2008; Meyer, 2003; Lemmer, 2002). 
 
In summary, there is a paucity of research and knowledge about pre-registration 
nursing students’ perceptions and understanding about spirituality and spiritual care. 
Furthermore, the limited studies which investigated these phenomena were mainly 
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from North America and Western Europe where samples were homogenous and 
participants identified themselves with western culture and religious beliefs.  
 
1.6 Aims 
This programme of research aimed to explore nursing students’ perceptions and 
attitudes about spirituality and spiritual care in practice.   
 
As attitudes are not directly observable, they are usually inferred from what people 
say or perceive. In this study, attitudes are defined as a hypothetical construct that 
represents an individual's degree of like or dislike for something (Fishbein & Ajzen, 
1975). Therefore, terms such as perception, perceived and understanding will be 
used to explore participants’ attitudes towards spirituality and spiritual care. 
 
Specifically, the aims of the study were to: 
1. Describe and examine final-year pre-registration nursing students’ 
understanding of spirituality and spiritual care. 
2. Describe and examine final-year pre-registration nursing students’ perceptions 
of factors facilitating or hindering the integration of spirituality in practice. 
 
1.7 Significance of the Study 
In Singapore, studies on spirituality are scarce. There is only one nursing study 
conducted in Singapore that explored patients’ experiences of spiritual care (Lang, 
Ang, Poon, & Devi, 2006). There is little research on nurses’ perspectives and 




Given the paucity of research there is a need to explore the views of students and 
nurses about spirituality and spiritual care. There is also a need to gain insights into 
student nurses’ understanding and concerns about spirituality and spiritual care 
(McSherry et al., 2008). Gaining insights into how our future generations of nurses 
perceive this dimension of care could help to inform and shape practice and 
education.   
 
There is some evidence that modern society has marginalised religion and the 
spiritual elements of culture. Today modernist and secular societies tend to focus on 
the temporal and materialistic aspects of life (Paley, 2008b). It could be argued that 
in such societies younger generations are more likely to concern themselves with 
worldly pursuits, such as academic or material success rather than thinking about 
spirituality issues. The relevance of spirituality in today’s society has become diluted 
and somewhat lost (Newson, 2007; Paley, 2008c). Consequently, little attention has 
been given to understanding the extent to which nursing students’ attitudes towards 
spiritual care influence their provision of spiritual care (Chism & Magnam, 2009). 
However, the importance and relevancy of spirituality in aiding recovery, later life 
and end of life scenarios as discussed, is not diminished, and is being recognised as a 
significant factor. This dichotomy of viewpoints is becoming more pronounced, and 
the ability to bridge them would be expected to become commensurately more 
difficult, especially among the younger generation of health practitioners.  
Understanding the attitudes of nursing students therefore represents a significant 





This chapter provides a backdrop to the emerging interest and importance of 
spirituality in nursing. The rationale as to why the research focus was on pre-
registration nursing students is also explained. It is envisaged that the findings and 
implications of this study will have direct relevance and applicability to nursing 
education, practice, and research.  
 
1.9 Thesis Structure 
The thesis has been organised into ten chapters. An introduction to the thesis was 
provided in Chapter 1, which presented the basis of this inquiry in terms of its 
background, phenomena of interest, problem statement, rationale for studying pre-
registration nursing students, and significance of the study. 
 
Chapter 2 presents the findings of a comprehensive review of the literature on 
constructs of spirituality and understanding the contributing factors relating to the 
integration of spirituality in nursing practice. Five recurring themes were identified. 
This review also identifies some inherent challenges of integrating the concept of 
spirituality into practice. Regardless of experience, a nurse cannot know how another 
feels about their approaching death, or to experience a particular illness or condition. 
Nurses need to be aware of their prejudices and engage effectively to connect with 
that unique essence of another person during the delivery of care.  
 
Chapter 3 presents findings from a review of studies investigating pre-registration 
nursing students’ spirituality and spiritual care perspectives. The review includes an 
evaluation of various scales used to collect data. The critical review identified some 
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limitations associated with the research method and data collection instruments used. 
Based on the discussion of findings of the review, the use of both quantitative and 
qualitative methods of inquiry to achieve the objectives of the present study is 
pursued. The chapter concludes with an overview of the conceptual framework for 
the study. 
 
Chapter 4 discusses the Phase 1 qualitative study method. In this chapter, reasons 
for choosing the A-Paradigmatic paradigm and Miles and Huberman (1994) research 
framework to analyse the qualitative data are discussed in detail. Methodological 
issues relating to the selected research design and approach, data collection process, 
and analysis framework are also explored and discussed. 
 
In Chapter 5, results from Phase 1 related to the three research constructs, i.e., 
spirituality, spiritual care and factors influencing spiritual care in practice, are 
systematically explored. Three emerging themes observed from each construct are 
expounded.  
 
In Chapter 6, the Phase 1 study findings are discussed in relation to the extant 
literature. These findings were used to generate items for the development of 
questionnaire in the Phase 2 study. The chapter concludes with discussion on the 
study limitations. 
 
Chapter 7 describes the quantitative research method used in Phase 2.  It explains 
the procedure of developing and testing the Spiritual Care-Giving Scale (SCGS), 
beginning with content expert review, followed by a pilot study and test-retest with 
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Year 2 nursing students. The procedure of conducting the larger survey as well as the 
approach to statistical analysis and ethical considerations are discussed. 
 
In Chapter 8, results on the psychometric properties of the Spiritual Care-Giving 
Scale (SCGS) and the survey are reported. The Spiritual Care-Giving scale (SCGS) 
was tested and found to be valid and reliable with five factors. The study results also 
showed significant correlation between SCGS, age and type of programme; and 
significant interaction effects between SCGS, race, and institution of participants.  
 
In Chapter 9, the first section discusses the study limitations. Section two discusses 
the results of the scale development and psychometric evaluation testing of the 
SCGS. Concurrent and construct validity were established through testing with two 
other scales, Spirituality and Spiritual Care Rating Scale (SSCRS) and Student 
Survey of Spirituality Care (SSSC). Section three discusses the survey results of 
SCGS, and relationship with the participants’ demographic profile.  
 
Chapter 10 provides an outline of the overall study findings and their implications 
for nursing. New areas for future research are recommended to advance the 
knowledge and practice of spiritual care-giving in nursing.  
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Chapter 2: Spirituality 
 
2.1 Introduction 
The aim of this literature review is to systematically explore the constructs of 
spirituality and understand the contributing factors relating to the integration of 
spirituality in nursing practice. For the purposes of this thesis, the notion of “health” 
is viewed as a holistic concept (Narayanasamy, 2004a). A person’s well-being 
incorporates physical, social, cultural, emotional, and spiritual dimensions (Chan, 
2009). Research in Asian countries such as Hong Kong and China has shown that in 
order to attend to a patient’s well-being, nurses need to address the body-mind-spirit 
domains (Chan, Ng, Ho, & Chow, 2006). Nurses have historically been exhorted to 
incorporate “attention to the soul” (equivalent to the spirit) as part of their practice 
(Meyer, 2003, p. 185). More recently, research has emphasized the need for nurses to 
provide ”spiritual care” (Carr, 2008; McSherry, 2007).  
 
When a person faces a life crisis such as a physical illness or impending death, 
spirituality often comes into focus (Chan, 2009). As such, spirituality is consistently 
seen as an integral part of end-of-life care (Narayanasamy, 2007). Increasingly, 
patients have indicated a need for healthcare providers to attend to their spiritual 
needs in order to better help them to cope with illness and stress (Puchalski, 2004). 
Indeed as one ages and physical health wanes, spiritual health may increasingly play 
an important role in determining well-being (Puchalski, 2004, Tan & Ang, 2009). 
One recent assessment of patient satisfaction found a significant association between 
perceived levels of emotional and spiritual care (Press Ganey, 2006). More 
generally, a recent meta-analysis reported positive associations between the 
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provision of spiritual care and decreased symptoms of depression, anxiety, and 
overall distress in patients (Koenig, 2004). It is, therefore, important for nurses to 
concern themselves with the spiritual needs of patients, especially those with serious 
illnesses or those approaching end of life (Hussey, 2009).  
 
Despite the evident beneficial relationship between spirituality and healthcare 
outcomes, there are many barriers to its implementation. One barrier relates to the 
concept of “spiritual care” being poorly understood. There is little common 
agreement about what spirituality entails or means (McSherry et al., 2004; Tinley & 
Kinney, 2007; Henery, 2003; McEwen, 2005).  
 
In the clinical context, most frequently cited barriers by health professionals were 
lack of time, lack of training on how to obtain a spiritual history, difficulty in 
identifying patients’ spiritual issues, and concerns about projecting one’s own beliefs 
onto patients (Oldnall, 1996). From an organisational perspective, barriers include 
negative attitudes of peers towards spiritual care and lack of support from healthcare 
administrators and leaders (Oldnall, 1996; Vance, 2001; McEwen, 2005; Newson, 
2007). 
 
There continues to be controversy surrounding the notion of spirituality and its 
application in nursing practice. A systematic exploration of the available literature 
may inform our current understanding. This chapter aims to provide an overview of 
the literature that examines the constructs of spirituality as well as the obstacles and 
enabling factors for the integration of spirituality into nursing practice.  
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2.2 Search Strategy 
A search of the major databases, CINAHL, MEDLINE, Pubmed and PsychINFO 
was systematically conducted using the terms spirituality, spiritual care, and spiritual 
practice from the period 1997 to 2010. References of the retrieved articles were 
reviewed to identify additional papers. Abstracts were examined to identify papers 
that met the inclusion criteria, that is, papers published in peer reviewed journals, in 
English, and specifically examined the constructs and concepts underpinning a 
definition of spirituality or explored the relationship between spirituality and 
practice. The search produced 410 papers, of which 40 were included in this review.  
 
2.3 Results 
Five main recurring themes were deemed to affect nurses’ delivery of spiritual care: 
(1) understanding of spirituality; (2) attitudes; (3) lack of emphasis on spirituality in 
nursing education; (4) organizational and cultural factors; and (5) notions of 
individuality. 
 
2.3.1 Understanding Spirituality 
Most authors of included studies attempted to define the common elements of 
spirituality and how this could be reflected in nursing practice. Long (1997) cogently 
encapsulated the dilemma faced in defining spirituality as “touching the untouchable 
and clasping the unseen” (p.500). Henery (2003) opined that efforts to define 
spirituality were simply analytic attempts of scientific discourse to objectify 
spirituality. Spirituality, described here, as invisible and untouchable, suggests 




Historically, the roots of spirituality can be traced from religion. Medical and nursing 
services were traditionally offered by members of religious orders of various 
denominations but predominantly Christian (Modjarrad, 2004). However, a view of 
spirituality from a Christian tradition is not necessarily culturally sensitive and may 
not reflect the multicultural profile of many contemporary societies. Defining or 
understanding spirituality from a religious or theistic perspective may also not be in 
keeping with the modernist, multicultural or secular views of the term (McSherry & 
Cash, 2004).  
 
Paley (2008c) proposed that the concept of spirituality could be conceived as having 
one end firmly looped around religion but also being “stretched” in various 
directions (p. 179). Many authors argue that spirituality applies to everybody 
(Narayanasamy, 2004a). Therefore, any definition of spirituality must satisfy criteria 
related to inclusiveness and universality so that “the concept of spirituality will be 
applicable to all individuals” (McSherry & Draper, 1998, p. 685). There is also a 
need to contextualize spirituality within the individual’s culture (Stranahan, 2001; 
Narayanasamy, 2006). However, current attempts and debates on the definition of 
spirituality have only served to create more confusion in the nursing profession 
(Paley, 2008b; Carr, 2008).  
 
Without a clear understanding of what spirituality means and entails in practice, 
nurses will continue to be confused about the concept of spirituality, their roles and 
responsibilities in the provision of spiritual care, and the medico-legal implications 
underpinning spirituality in practice (Oldnall, 1996; McSherry & Ross, 2002; 
Handzo & Koenig, 2004; Lantz, 2007; McSherry et al., 2008). McEwen (2005) 
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suggested that without clarity about spirituality, it is difficult to expect nurses to 
assess patients’ spiritual needs. A shared definition of spirituality becomes even 
more critical for nurses working in multicultural societies where the nurse and the 
patient may have differing views of what constitutes spiritual needs and care. It is 
possible that a nurse may be aware of spirituality, but express intolerance toward a 
patient’s view of spirituality if it differs from their own (McEwen, 2005). 
 
Without a mutual understanding of spirituality being formed with the patient, the 
nurse may not be able to accurately assess needs, plan appropriate care, and identify 
appropriate resources to assist patients to meet their expressed spiritual concerns or 
needs (Hussey, 2009). The lack of clarity about spirituality may not only contribute 
to a deficit in care, but inappropriate assessments and plans of care. For example, it 
could be possible for a nurse to confuse a patient’s spiritual distress as being 
psychological in origin, consult a physician, and seek to have medication prescribed 
for the patient (Weaver, Flannelly, Flannelly, VandeCreek, Koenig, & Handzo, 
2001). Ongoing confusion about spirituality may also explain, in part, why some 
nurses believe that they are not the most appropriate persons to address clients’ 
spiritual needs (McEwen, 2005; Carr, 2008). Some may believe that spirituality is 






Attitudes are defined as a hypothetical construct that represents an individual's 
degree of like or dislike for something (Fishbein & Ajzen, 1975). Attitudes are 
assessed by asking questions or making inferences from behaviour. As attitudes are 
not directly observable, they are usually inferred from what people say or perceive. 
Or in other words, measures to assess the respondent’s evaluation of the attitude 
(Fishbein & Ajzen 1975). Therefore, terms such as perception, perceived and 
understanding be used to explore participants’ attitudes towards spirituality and 
spiritual care. 
 
Based on the above definition, attitudes are inferred from the concepts explored in 
the framework. The emerging literature on spirituality in nursing may infer progress 
towards our understanding of spirituality in practice, but this is not the case. Swinton 
(2006) concluded that two decades have passed and our understanding of spirituality 
in nursing is still rather static. This lack of progress may be related in part, to the 
attitudes of nurses towards spirituality. Attitudes are defined as a hypothetical 
construct that represents an individual's degree of like or dislike for something 
(Fishbein & Ajzen, 1975). Several studies identified that attitudes, that is the “heart 
and spirit” by which the nurse delivers spiritual care, play an important part (Pesut, 
2002; Baldacchino, 2003). Swinton (2006) reported that some nurses showed apathy 
toward spiritual care. They rarely argue and deliberate the validity and 
appropriateness of the ways in which spirituality is conceptualized, understood, and 
practiced (Swinton, 2006).   
 
Nurses’ attitudes may also contribute to an emphasis on providing physical care to 
patients rather than spiritual care (Carr, 2008). According to Carr (2008), some 
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nurses believe they “cannot comfort the spirit if [they] cannot properly care for the 
body” (p. 695).  This view may reflect how influences such as technical supremacy/ 
skill competency could easily shape nurses’ perceptions and attitudes about 
spirituality. According to Chan et al., (2006), providing spiritual care requires a 
mindset change. Bradshaw (1997) purported that spiritual care is fundamentally 
inherent in the character of care and is not a self-conscious addition. It is, therefore, 
argued that spiritual care is not taught so much as ”caught” (Taylor, Maimer, Bahjri, 
Anton, & Petersen, 2008, p.1137).  
 
Nurses’ own spiritual well-being is equally important as it can become an unspoken 
element which underpins and affects the quality of care they deliver (Newson, 2007). 
Kendrick & Robinson (2000) added that when oneself is content and whole, the 
“self” is able to reach out to understand and focus on concerns of others when 
delivering spiritual care. Similarly, one phenomenological study investigating 
nurses’ meaning and experiences of spiritual care found that nurses experience 
spiritual care through the development of caring relationships (Carr, 2008). 
However, according to Burkhart & Hogan (2008), providing spiritual care can also 
be emotionally draining and decrease one’s sense of well-being. Therefore, in 
today’s challenging healthcare environment, it is becoming essential for care-
providers to attend to their own health and well-being, including their spiritual health 
in order to not suffer work-related stress and burnout (Burkhart & Hogan, 2008; 
Anandarajah, 2008). 
 
A review of studies on nurses’ attitudes towards spirituality revealed a positive 
relationship between nurses’ spiritual awareness and spiritual care practice 
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(Stranahan, 2001). Various studies reported that spiritual education enhanced 
individuals’ spiritual awareness which in turn fostered the development of positive 
attitudes and increased their sensitivity to the spiritual needs of those in their care 
(Shih et al., 2001; Pesut, 2002; Meyer, 2003; Baldacchino, 2008; McSherry et al., 
2008; Chism & Magnam, 2009).   
 
Lundmark (2006) reported that survey respondents with a nominated religion and 
those who engaged in activities such as meditation, praying or reading religious 
materials, were more likely to report positive attitudes towards spiritual care. This 
concurs with other studies which showed that nurses’ spirituality significantly 
influenced and supported their understanding and practice of spiritual care (Carr, 
2008; Smith 2006; Hubbell, Woodard, Barksdale-Brown, & Parker, 2006; 
Cavendish, Luis, Russo, Mitzeliotis, Bauer, & McPartland-Bajo, 2004; Belcher & 
Griffiths, 2004; Treolar, 2000).  
 
2.3.3 Lack of Emphasis on Spirituality in Nursing Education 
An analysis of the literature revealed that some health professionals experienced 
difficulty demonstrating respect of, and, when appropriate, supporting patients’ 
spiritual beliefs and choices (Pesut & Thorne, 2007).  In other studies, nurses 
reported an inability to deliver spiritual care competently (Stranahan, 2001; Hubbell 
et al., 2006). It has been consistently noted that nurses were not ready and/or 
prepared to deliver spiritual care because of limited educational preparation in this 
area (Taylor et al., 2008; McSherry, 2007; Baldacchino, 2008; Lundmark, 2006; 
Hubbell et al., 2006; Meyer, 2003; Lemmer, 2002; Stranahan, 2001; Treloar, 2000; 
Highfield et al., 2000). The lack of educational preparation has been compounded by 
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a lack of available guidelines on spiritual assessment, interventions or explanation on 
how spiritual care is best achieved in practice (Gordon & Mitchell, 2004).  
 
Hubbell et al., (2006) argued that inadequate educational preparation might 
contribute to nurses perceiving themselves as being incompetent and avoid spiritual 
matters. Highfield et al., (2000) and Lundmark (2006) affirmed this view. Both 
researchers reported a statistically significant relationship between self-estimated 
ability to give spiritual care and reported confidence and ease to provide it.  
 
Studies investigating nursing students’ perceptions on the adequacy of spiritual 
education reported that curricula time was insufficient (Pesut, 2002; Meyer, 2003; & 
Baldacchino, 2006). According to McEwen (2005), and Mitchell, Bennett, and 
Manfrin-Ledetl (2006), content about spirituality was usually addressed as part of 
holism; and in the context of giving care to the dying. Meyer (2003) argued that the 
lack of time dedicated to spirituality in nursing curricula could subtly infer the lack 
of importance accorded to spirituality.   
 
Burkhart and Hogan (2008) identified that leading nursing textbooks contained little 
content on spirituality. For example, they reported that “Lewis, Heitkemper, Dirksen, 
O’Brien, and Bucher (2007) allocated approximately one page on spirituality out of a 
1,884-page medical/surgical textbook, and that page was primarily associated with 
complementary/alternative care and end-of-life care” (Burkhart & Hogan, 2008,  




Nursing faculty also report that more research is needed to determine appropriate 
spiritual content and teaching methods to foster spirituality (Bradshaw, 1997; 
Lemmer, 2002). Oldnall (1996) questioned the lack of emphasis on spirituality in 
nursing theories and models. She postulated that the inherent elusive nature of 
spirituality may have contributed to its neglect by nursing theorists who may have 
perceived that it did not ”add any weight to nursing’s attempt to establish itself as a 
scientific discipline” (Oldnall, 1996, p. 418).  
  
The conceptual confusion about spirituality may have contributed to nurse educators 
feeling uncomfortable about discussing or teaching such content. Misunderstandings 
about what constitutes spirituality may reinforce notions in educators and cause them 
to give little recognition or importance about the relevance of spirituality in an 
individual’s life, and forcibly affecting the ability to cope especially when one 
encounters a crisis or life event (Oldnall, 1996).  In the same way that sexuality had 
been ignored in the past, a similar approach is being accorded to spirituality (Oldnall, 
1996). Not surprisingly, nursing students report needing to rely on their own 
experiential understanding and intuition under the auspice of the “art of nursing” to 
determine the meaning of spirituality and how it may be reflected in practice 
(Lemmer, 2002; Pesut, 2002; Catanzaro & McMullen, 2001). 
 
Although nurses in one study reported receiving spiritual education from several 
sources, such as academic studies, continuing education and reading, 58% reported 
feeling inadequately prepared for spiritual care-giving (Stranahan, 2001). This was 
contrary to the common understanding by many nursing authors such as 
Narayanasamy (2006), Baldacchino (2006), and McEwen (2005) who suggested that 
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the provision of education would improve spiritual care in practice. Therefore, a 
multiplicity of factors may contribute to nurses’ perceived inability to deliver 
spiritual care. 
 
From an ethico-legal perspective, nurses should not carry out spiritual care without 
guidance and educational preparation (McSherry & Ross, 2002). Nurses have 
previously reported concern about the possibility of misdiagnosing and mistreating 
patients’ problems as spiritual distress (McSherry & Ross, 2002). It has been argued 
that compared with the training and preparation of chaplains, nurses were not 
adequately prepared (Handoz & Koenig, 2004). 
 
Chaplains in the USA and United Kingdom undergo a formal course in Clinical 
Pastoral Education, a 1,600-hour programme involving 400 hours of seminars about 
disease processes, beliefs of world religions, and advanced interpersonal skills. The 
remaining 1,200 hours are spent in clinical situations providing care for people in 
conjunction with individual and group supervision (McClung, Grossoehme, & 
Jacobson, 2006). By virtue of their education, training, experience and supervision, 
chaplains are “individuals...qualified to provide care... and services” (JCAHO, 2005, 
p. 466). However, as nurses are always at patients’ bedsides, they are often expected 
to provide some level of spiritual care (Miner-Williams, 2006). Therefore, it seems 
that nurses require further spiritual education preparation to provide holistic care. 
 
2.3.4 Organisational and Cultural Factors  
Nurses’ reluctance to integrate spirituality in practice may be due to an increasing 
emphasis in healthcare towards a business model approach to services (Meyer, 
2003). Educators today strive to prepare students for employment in a cash-
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constrained healthcare system, with high acuity, short length of stay and a growing 
number of elderly patients requiring healthcare services. There is an increasing 
financial imperative to shorten length of hospital stay in order to relieve the 
perennial issue of bed shortages and resource constraints (Hubbell et al., 2006; 
McEwan, 2005; McEwan, 2004; Vance, 2001).  
 
Additionally, the current nursing workforce shortage may limit the delivery of 
services. Nurses are required to assume care for a larger number of patients, with 
multiple needs in a fast-paced environment where much of the personal care is 
relegated to healthcare assistants and there is less emphasis on personal interactions 
(Lundmark, 2006). As the essence of spiritual care is relational, the nature of acute 
care provides few opportunities for nurses to build rapport with patients and/or their 
family, or to identify patients who are in spiritual distress (Pulchaski, 2004),  
 
Swinton (2006) suggested that nurses’ apparent neglect of the spiritual might well be 
a symptom of a deeper spiritual problem in the wider healthcare system. 
Organisational expectations to deliver effective and efficient care to patients in a 
climate of high workloads and continuous change could influence the view of 
spirituality as an added burden or something to which the organisation pays “lip 
service” (McSherry, 2007; Vance, 2001). It is, therefore, not surprising that some 
nurses believe that the organisational culture in which they work, mitigates against 
the prioritization of spiritual care and the importance of possible time-consuming 
one-on-one encounters (McEwen, 2005). Although nurses perceive that spiritual care 
is important, they may have learnt to disregard it due to vicarious learning and 
socialization in the workplace (Hubbell et al., 2006).  
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Several authors identified that the cultures of many western developed countries are 
becoming more secular, pluralistic, materialistic, as well as diverse (Paley, 2008b; 
Pesut, Reimer-Kirkham, Taylor, & Sawatzky, 2009). As such the meanings of 
spirituality have changed over time in some communities, and there is little 
uniformity (Clarke, 2009; Hussey, 2009). Increasing globalisation and migration 
means that nurses commonly work in a multicultural healthcare environment where 
patients’ spiritual needs may be quite diverse. This is challenging as each culture 
usually has a set of beliefs about the meaning of health/illness, health maintenance 
and rituals to prevent illnesses (Chiu, 2001). Some authors cautioned that this 
diversity has important consequences for spiritual care to patients, no matter what 
faith, religion, and culture they themselves belong to (Conner & Eller, 2004; Hussey, 
2009; MacLaren, 2004). 
 
This analysis suggests that nurses are likely to have contact with patients of various 
faiths and cultures. There is no longer a distinct or homogenous culture and race in 
one country. Even in countries such as China, there are many different dialects, 
customs, and beliefs. If nurses are to offer culturally sensitive spiritual care, they 
require education and information about the customs, and practices of different 
cultures and races so as to avoid stereotypical assumptions (Gilliat-Ray, 2003).  
 
2.3.5 Individuality 
MacLaren (2004) proposed that spirituality in nursing has two aspects: personal and 
public. Nurses’ personal spirituality which is “looking to things of the spirit” is 
influenced by their experiences, beliefs, and practices (MacLaren, 2004, p. 459).   
The public aspect of spirituality is perceived as spiritual dealings with patients that 
are being made known (MacLaren, 2004).   
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Nurses delivering spiritual care need to habitually look to things of the spirit. Such 
care would be characterized by an interest in spiritual matters and a willingness to 
discuss and provide spiritual care with a patient (MacLaren, 2004).  The analysis of 
papers in this review identified that most authors supported the view that a nurse’s 
personal spirituality is a basic and critical quality that underpins and supports the 
foundation of holistic nursing and the whole nurse-patient relationship without the 
nurse articulating it (Carr, 2008; Belcher & Griffiths, 2005; Treloar, 2000). 
 
Miner-Williams (2006) emphasised that in order to integrate spirituality into 
practice, nurses need to be at ease with spirituality in two respects. The first is to 
understand spirituality and what it means to be human, and how life crises can affect 
and change the focus of one’s perspective about life. Secondly, to enhance spiritual 
care, nurses should be nurtured and encouraged to develop their own spirituality and 
awareness. Nurses must develop a sense of comfort about their own spirituality in 
order be at ease and more inclined to discuss spiritual issues with their patients 
(Burkhart & Hogan, 2009).  
 
Sheldon (2000) stated that in order to recognize a person’s spirituality, an innate 
understanding of spiritual development is helpful. This could help nurses to be 
effective in helping patients to draw on their inner strength to find direction and 
meaning. Similarly, for faculty to “teach” spirituality, it is equally important for 
them to be spiritually aware before they can be comfortable and feel equipped to 




Research studies (Burkhart & Hogan, 2009; Baldacchino, 2008; McEwen, 2005; 
Shih et al., 2001) suggest that the nurse’s personal beliefs and values could influence 
their willingness to give of themselves, increase their sensitivity to others, as well as 
the ability to prioritise spirituality in their life. Developing nurses’ reflection on their 
life values and beliefs has been found to enhance their delivery of spiritual care by 
sensitising them to patients’ spiritual needs (Burkhart & Hogan, 2009; Sawatzky & 
Pesut, 2005; Callister, Bond, Matsumura, & Magnam, 2004; Highfield et al., 2000). 
Thus, spirituality in nursing involves caring for the person within and not primarily 
on providing physical care or information. Catanzaro and McMullen (2001) referred 
to this as blending the art of nursing with caring science.  
 
The nursing role is to support and encourage patients as they search for their own 
answers to their questions and to use their own spirituality as a resource (Chiu, 
2001). However, some nurses may misconstrue this to obtaining answers from 
patients about questions on standardised assessment forms such as, ”What are your 
values or beliefs?” and “What is your religious preference?”, and referring patients 
to hospital chaplains for spiritual care. Although these actions might meet external 
accreditation requirements for spiritual care, such an approach may miss the spirit of 
caring in many respects. 
 
2.4 Conclusion 
Five recurring themes were distilled from this review of the literature. This review 
also identified some inherent challenges integrating the concept of spirituality into 
practice. Regardless of experience, a nurse cannot know how another feels about 
their approaching death, or to experience a particular illness or condition. Nurses 
32 
 
need to be aware of their prejudices, listen carefully, and connect with that unique 
essence of the person receiving care.  
 
Several recommendations from the results of this review are suggested. Clearly, 
more research is required to develop a better understanding of how nurses perceive 
spirituality and the types of difficulties or barriers they face integrating spirituality 
into their practice. The majority of papers included in this review were derived from 
predominantly developed Western countries and therefore may not be applicable to 
individuals, society, and cultural backgrounds of Singapore or indeed to many other 
Asian countries. Considering the dearth of studies on spirituality in Asian countries, 
further research is required. Spirituality is a neglected aspect of care and further 
research may lead to important new insights as well as help patients achieve better 
health outcomes, positive life experiences, and the ability to find meaning and 




Chapter 3: A Review of Studies of Students’ Perceptions of 
Spirituality and Spiritual Care 
 
3.1 Introduction 
Chapter 2 provided an overview of studies on practising nurses’ perceptions of 
spirituality, their role in spiritual care and challenges integrating care in practice.  
However, there is a lack of information addressing these issues by pre-registration 
nursing students (Chism & Magnam, 2009; McSherry et al., 2008). Many authors 
concur that the difficulty experienced by some nurses in providing spiritual care as a 
routine part of their nursing role may in part be attributed to a lack of awareness, 
uncertainty, or lack of comfort with their own spirituality (Treloar, 2000; Catanzaro 
& McMullen, 2001; Lemmer, 2002; Conner & Ellen, 2004; Galeck, Flannelly, Vane, 
& Galeck, 2005; McEwen, 2005). Spiritual education is a possible strategy to 
increase individuals’ awareness of their personal spirituality and spiritual well-being 
(Chism & Magnum, 2009; Lundmark, 2006; Conner & Ellen, 2004; Meyer, 2003; 
Pesut, 2002). It has been suggested that nurses who are spiritually aware are more 
likely to address the spiritual needs of patients in their practice (Chism & Magnum, 
2009; McEwen, 2005; Catanzaro & McMullen, 2001; Treloar, 2000). 
 
Given the link between lack of spiritual knowledge and awareness, and provision of 
spiritual care by registered nurses, it may be fruitful to understand the educational 
experiences of student nurses about spirituality. Little is known about the extent and 
outcomes of spiritual education in accredited undergraduate nursing programmes 
(Pesut, 2002; Lemmer, 2002; Baldacchino, 2008). This may be because spirituality is 
complex by nature and difficult to define within a curriculum (Carr, 2008). It is also 
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recognised that much of the learning that occurs in pre-registration programmes 
occurs outside the classroom and beyond the formal curriculum (Tanner, 2007). 
Therefore, rather than a formal review of curriculum, it may be useful to survey a 
large sample of nursing students and analyse their perceptions and understanding of 
spirituality.  A survey tool would help to guide responses and provide a framework 
around which the students’ understanding of spirituality and spiritual care can be 
identified (McSherry et al., 2008).   
 
This chapter presents a literature review of studies that investigated pre-registration 
nursing students’ perceptions of spirituality. This chapter addresses two main aims: 
(1) to review studies of pre-registration nursing students’ perceptions of spirituality 
and spiritual care, and (2) evaluate the scales used in these studies.  
 
3.2 Method 
A search of CINAHL (Cumulative Index to Nursing and Allied Health Literature)  
databases 1990–2010 was undertaken to retrieve English language publications using 
the search terms, spirituality, spiritual care, nursing students, perceptions, and 
attitudes. Full-text peer reviewed research articles using any method to investigate 
pre-registration nursing students’ perceptions and attitudes toward spirituality and 
spiritual care, published from 2000 to 2010, were retrieved for review. The search 
retrieved 126 papers. Titles and abstracts were assessed against a set of pre-
determined criteria:  (1) quantitative survey or intervention design; (2) interpretative, 
descriptive design (3) assessing knowledge or attitudes about spirituality or spiritual 




After a review of abstracts, 48 papers were retrieved and 20 retained for detailed 
examination. Twelve papers were excluded after studying the full paper with the 
remaining eight considered as relevant for the review. 
 
Details of each paper such as author and year of publication, country, research focus, 
design, sample size, setting, results and limitations are presented in Table 3.1. 
Included studies were those that implemented and evaluated the effectiveness of (1) 
specific spiritual education modules; (2) integration of spiritual education into the 
undergraduate nursing education curriculum; or (3) specific teaching strategies on 
students’ understanding of spirituality. 
 36 
 














UK Ethical dimensions 
of teaching 
spirituality and the 











n=135 (1st year 
nursing students 
from either the 
Advance Diploma or 
Bachelor of Science) 
of whom 
119 were females  
and 16 males 
 
 
18-49 1. Survey 
2. Spirituality and 
Spiritual Care Rating 
Scale (SSCRS) and 
additional eight ethical 
questions.   
1. 57.8% of respondents 
associated spirituality with 
existentialism (meaning, 
purpose and fulfilment in 
life) and is found in all 
people.  
 2. Age and number of 
educational qualifications 
negatively correlated with 
existential aspects of 
spirituality. 
3. Females had higher 
spirituality scores than 
males.  
4. Students perceived that 
lecturers should not judge 
students’ views. 
5. Students believe that 
spirituality includes morals. 
 
1. Sample obtained from 
two different nursing 
programmes. No 
comparison of groups 
for equivalency. Student 
profiles may have 
differed. 
2. Impact of inclusion of 
ethical questions on the 
SSCRS was not tested. 
3. The findings may not 





Canada Impact of spiritual 
education on Year 1 





A mixed method 
study.  
 
n=35 (1st year 
Bachelor nursing 
students) and 
18(4th year nursing 
students) 
 





Being (SWB)  
3. Three open-ended 
questions  
1. Students have a strong 
sense of spiritual awareness 
and SWB. 
2. Year 4 students were 
more spiritually stable than 
Year 1. 
3. Year 4 students were 
more patient centric 
approach in spiritual care. 
Year 1 students placed more 
1. Study setting was in a 
private Christian 
university.  
2. A vast difference in 
the number of Year 1 
and Year 4 students 
recruited. 
3. Most students 
identified to have desire 










Data collection /  
Instrument used 
Results Limitations 
gender and age emphasis on nurse’s 
altruistic qualities. 
 
Meyer (2003) USA Impact of student’s 
personal and 
environmental 
factors on their 
perceived ability to 
provide spiritual 
care. 
A quantitative study. 
 
n=280 final year 














20–53 1. Survey 
2. Howden’s 28-item 
Spirituality 
Assessment Scale 
(SAS)   
3. 9-item Student 
Survey of Spiritual 
Care (SSSC)  
4. 4-item survey 
completed by faculty 
and nursing students. 
1. Result was not significant 
between the public & private 
religious programmes. 
2. A large positive 
relationship observed 
between religious 
commitment and spirituality.  
3. Students from private 
religious programmes 
showed greater religious 
commitment than public 
programmes. 
4. A moderate relationship 
observed between age and 
spirituality. 
5. Students rated higher than 
faculty on programme 
emphasis for spirituality.  
6. Students reported feeling 
inadequate to provide 
spiritual care. 
 
1. Response rate 
between the private 
(n=90) and public 
(n=190) institutions was 
vastly different.  
2. The two tools were 
not rigorously tested.  
3. Number of faculty 
participated in the study 
not mentioned.   
 
 
Wallace et al. 
(2008) 





in the nursing 
curriculum.  
A mixed method 










2. SSCRS (McSherry 
et al. 2002)  
3. Open-ended 
questions. 
1. Significant pre and post-
test scores on SSCRS were 
found in senior level 
students only. 
1. The 2-cohort sample 
size was different. 
2. There were missing 
data from post-test 
scores which further 
decreased the number of 

















Hoffert et al. 
(2007) 
USA Effectiveness of 
spirituality unit on 
junior-level 
students’ comfort 










Nursing. 35 were 
female and 3 male 
19-48 1. Survey 
2. “Enhancing 
Comfort and Ability 




1. A significant positive 
relationship between the 
intervention programme, 
students’ ability and comfort 
level to conduct spiritual 
assessment. 
2. No relationship between 
students’ age, religious 
affiliation, ethnicity and 
intervention programme.  
 
1. Study conducted in a 
private, religious 
affiliated university. 
2. Small sample size 
(n=38),  predominantly 
white Western European 
descent  
3. New tool lacked 
rigorous psychometric 
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accounts at end of 
spiritual education 
unit. 
1. Three themes emerged 
from students’ accounts: 
more spiritually aware 
(Personal Impact), increased 
knowledge on spirituality 
and spiritual care (Academic 
Impact) and change in 
caring behaviour 
(Professional Impact).  
 
1. Sample population 
was all Christians. 
2. Data was not 
validated with students. 
 
van Leeuwen 




Learning effects of 
thematic peer 
review discussion 







n=39 3rd year 
nursing students  
35 were females and 
4 males 
19-25 Documentary analysis 
of students’ journals 
upon completion of 
spiritual education 
module. 
Three themes emerged: 
1.Use of self to cope with 
one’s own spirituality  
2. Provision of spiritual care 
3. The learning effects of 
guided thematic peer review.  
1. The sample was not 
representative of the 
student population of 
the whole Dutch 
society. 

















Ireland Learning effects of 
using art as an 
education medium 















Two focused group 
interviews.  
Five themes emerged:  
1. Recognising spiritual 
dimensions in everyday life 
2. A snapshot of spirituality 
through others’ art 
impressions 
3. Developing deeper 
awareness of the meaning of 
spirituality  
4. Spirituality transcends 
traditional religions 
5. Spirituality enhances 
nurses’ role. 
 1. Small sample size 
(n=21) 
2. Study setting was in a 
traditionally entrenched 




3.3 Results: Review of the Studies 
Of the eight studies reviewed, three were qualitative (van Leeuwen et al., 2009; 
Mooney & Timmins, 2007; Baldacchino, 2008). Two used content analysis method 
to analyse participants’ reflective journals and the third study used focused group 
interviews to collect data. Of the remaining five studies, three used quantitative 
research designs (Hoffert et al., 2007; McSherry et al., 2008; Meyer, 2003). Three of 
these studies used various measures to survey participants. The remaining two 
studies used mixed methods (Wallace et al., 2008; Pesut, 2002). Both studies used 
instruments as well as free response questionnaires to collect their data.  
 
All studies were undertaken either in a western or Judeo-Christian dominant cultural 
setting such as Canada, United States of America (USA), United Kingdom (UK), 
The Netherlands, and Malta. Four studies provided information about participants’ 
religious affiliations (Hoffert et al., 2007; van Leeuwen et al., 2009; Mooney & 
Timmins, 2007; Baldacchino, 2008). Two studies provided educational 
qualifications of participants (McSherry et al., 2008; Hoffert et al., 2007).  
 
3.3.1. Evaluation of a Specific Spiritual Education Unit  
Two studies investigated the effectiveness of specific spiritual education unit or 
subject on pre-registration nursing students’ spiritual development (Baldacchino, 
2008; Hoffert et al., 2007). One study used action research methodology 
(Baldacchino, 2008) and the other used quasi experimental pre and post-test time 
series (Hoffert et al., 2007).  
 
Baldacchino (2008) evaluated a study unit comprising two hours of spiritual 
education taught over 14 weeks to fourth-year diploma students. The course of study 
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was reported to be oriented towards the Maltese culture which has a Judeo-Christian 
orientation. At the end of the study unit, all students were requested to submit their 
reflective journals together with their academic write-up. The response rate was 97% 
(n=63), mean age of 22.6 years and were all Christians, affiliated with the Roman 
Catholic religion. 
 
Students reported three main changes as a result of completing the course of study.  
Personally, students reported increased spiritual awareness and appreciation of their 
good health. Academically, they recognised their lack of spiritual knowledge, and 
professionally, their increased knowledge appeared to change their behaviour. 
Students reported becoming more sensitive to patients’ spiritual needs and 
appreciated the importance of “being” with patients as opposed to “doing”   
 
The author concluded that students’ increased spiritual awareness could be attributed 
to the course of study. It was also suggested that students’ perceived limited ability 
to provide spiritual care may have been due to their lack of knowledge and 
experience. The study recommended that spiritual education should be integrated 
throughout the nursing curriculum. Participants reported that the course should also 
be offered to students from other year levels as it had helped them to be more 
spiritually aware and sensitive to patients’ spiritual needs. They were also able to 
identify coping strategies to help patients with spiritual distress (Baldacchino, 2008). 
  
Given the student sample were all Christians, the influence of religiosity upon 
students’ spiritual awareness may have influenced the positive findings. As there was 
no baseline data of students’ spiritual perspectives, it would be difficult to make a 
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direct correlation between students’ spiritual awareness and completion of the study 
unit. There is also the possibility that students’ responses were not genuine but 
intended to meet the approval of the faculty. The researcher was a university faculty 
member where the study was conducted and was involved in the development of the 
course. Findings may have also been influenced by the timing of the data collection 
which occurred immediately after their final comprehensive examination. Students’ 
views and practices may have differed if surveyed at a different time of the semester 
when they were less anxious.  Further, validation of the study findings with the 
students was not possible as they had started their summer holidays immediately 
after completion of the course. As the study was conducted with a homogenous 
sample, it may be difficult to generalise findings to ethno-culturally diverse societies 
and nations.   
 
Hoffert et al., (2007) used a quasi-experimental, time series design to compare 
students’ perceived comfort about spiritual care provision before and after attending 
a programme designed to enhance nursing students’ comfort and ability to perform 
spiritual assessment by addressing the identified barriers. The setting was a small, 
private and church-affiliated university in United States of America (USA) and 
participants were a convenience sample of junior or beginning-level degree nursing 
students. Of the 54 eligible students, 38 (70.4%) responded.   
 
The programme consisted of a 90-minute seminar which discussed the nurse’s role in 
spiritual care, and introduced the patient spiritual assessment scale (CSAT) 
developed by the researcher. In this study, a definition of spirituality was provided to 
differentiate between spirituality and religion. Spirituality was defined “as a personal 
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sense of meaning, value, purpose, and interconnection” (Hoffert et al., 2007, p. 67). 
Participants completed the “Enhancing the Perceived Comfort and Ability of 
Nursing Students to Perform a Spiritual Assessment: Spirituality Questionnaire 
Evaluation Tool” before and again at the conclusion of the semester, after 
completing the seminar, the self-reflection, and a spiritual assessment using the 
CSAT on a patient in a geriatric clinical setting.  
 
In this study, a 10-item scale was developed to investigate the students’ perceived 
comfort level with, and ability to perform a spiritual assessment. This scale was 
tested for validity and reliability. Content validity was confirmed by a panel of local 
experts. To assess the stability of instrument a test-retest was conducted with a class 
of senior students at a 4-week interval. Reliability analyses used item-total 
correlations and Cronbach’s alpha coefficient. All item-total correlations of this scale 
achieved a correlation above 0.30 and Cronbach’s alpha coefficient value was at 
0.74.   
 
There was a significant positive effect of the programme on students’ spiritual 
development even when controlling for (1) students’ level of education before the 
nursing programme; (2) ethnicity; (3) religious affiliation; and (4) age. Although 
students’ knowledge was influenced by the programme, their confidence and 
comfort level was associated with knowledge and experience (Hoffert et al., 2007). 
However, the influence of other variables, such as students’ participation in other 
units, life experiences and individual growth were not studied. Researchers were, 
therefore, not able to determine the impact of these other variables with students’ 
perceived comfort and ability level to perform spiritual assessment.  
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Although the “Enhancing the Perceived Comfort and Ability of Nursing Students to 
Perform a Spiritual Assessment: Spirituality Questionnaire Evaluation Tool” was 
assessed for validity and reliability, the sample size might have been inadequate 
according to DeVellis’s scale development guideline of 5–10 participants per item 
(DeVellis, 2003). Therefore, the content validity of the scale may not be satisfactory. 
Also, construct validity was not reported.   
 
The study was conducted in a small, private, religious affiliated university and 
students were predominantly of white Western European descent which may limit 
the generalisability of findings. The provision of a definition of spirituality to 
participants may have also limited exploration of students’ own sense of spirituality 
and spiritual care.   
 
In summary, results of the two studies showed that specific spiritual education 
programmes increased students’ spiritual awareness. Given that both study samples 
were homogenous, coming from either a predominant Maltese or Anglo-Saxon 
culture, it may be difficult to generalise the study findings to other populations. 
Further, the instrument used in quantitative study appeared not to be rigorously 
tested for validity and reliability.  
 
3.3.2. Integrating Spirituality in Undergraduate Nursing Curriculum 
There were four studies which evaluated nursing curriculum spirituality content 
(Meyer, 2003; McSherry et al., 2008; Wallace et al., 2008; Pesut, 2002). Pesut 
(2002) explored students’ perceptions of spiritual nursing care and how those 
perceptions changed during the four years of their nursing education using the 
Spiritual Well-Being (SWB) scale. The study was conducted in a private Canadian 
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university which was founded on the Christian tradition. The nursing curriculum 
used an integrated model for addressing spirituality. Each nursing course had 
foundational concepts related to spirituality that were gradually built upon over the 
4-year programme. The sample consisted of 35 Year 1 and 18 Year 4 students. The 
SWB (Ellison & Pauloutzian, 1982) is a values-clarification tool. The SWB had been 
used in previous studies with students (Bufford, Paloutzian, & Ellison, 1991; Ellison 
& Smith, 1991).  
 
A questionnaire comprising three open-ended questions complemented the SWB 
scale. The open-ended questions explored participants’ understanding of their 
personal spirituality; perceptions of spiritual nursing care, and how they would 
interact with those of differing values and beliefs. Data were collected at the end of a 
regular class. Other than a brief mention that the students were from evangelical 
religious backgrounds, no other demographic details were given. 
 
Students from both cohorts rated themselves highly on the SWB scale which was 
supported by the rich descriptions of their personal spirituality experiences and 
spiritual care-giving. Year 4 students’ spiritual awareness appeared to be more 
stable, consistent, positive, and developing compared with those in Year 1. Year 4 
students were able to articulate clearly the difference between spirituality and 
religion; they were more patient-centric and preferred to be guided by open 
conversations with patients to identify their spiritual needs and concerns. They also 
reported on the reciprocal nature of spiritual learning in the nurse-patient relationship 
which can only be established through being real, transparent, and honest. Year 1 
students however expressed high expectations of qualified nurses’ conduct; believing 
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that the nurse not only needs to be caring but passionately caring and focused on 
what they had to offer patients as nurses with strong spiritual beliefs. 
 
However, these findings may need to be critiqued in light of possible limitations. 
Participants attended a private Christian university and may have special interest in 
spirituality and the desire to be developed spiritually. The 100% response rate from 
the two student cohorts may support this observation.  There may also be response 
bias as students may have also perceived that they were required to respond 
positively to the topic given their attendance at a Christian university.  The cross-
sectional design does not necessarily indicate that students’ perceptions did not 
change during their 4-year nursing preparation, nor did the study investigate the 
influence of demographic characteristics on perceptions of spirituality.  
 
Meyer (2003) investigated whether student’s personal and environmental factors in 
nursing education contributed to their perceived ability to provide spiritual care. 
Students were recruited from twelve Midwestern nursing schools including six 
public and six private programmes in USA. The six private nursing schools had 
religious affiliations.  
 
Two instruments were used: (1) Howden’s 28-item Spiritual Assessment Scale 
(SAS) and (2) a researcher-developed 9-item Student Survey of Spiritual Care 
(SSSC) scale. The Cronbach’s alpha coefficient (α) values were good with the SAS 
α=0.92 and SSSC α=0.84. Around 79% (n=274/355) of students participated with 
185 from public programmes and 89 from private programmes. Fewer students (213 
out of 274) responded to the open-ended items on a questionnaire. There were no 
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significant differences on SAS scores between students attending either type of 
institution. However, there was a positive relationship between religious 
commitment and age with spirituality regardless of the type of institution attended. 
Students from private programmes reported higher SSSC scores. More students from 
private programmes (71.8%) indicated a positive change in their perceived 
spirituality compared with public programme students (56.8%). It was concluded 
that programmes with a spiritual emphasis contributed to students’ ability to provide 
spiritual care. 
 
Considering the limitations observed in the Meyer study, generalising the study 
findings to other populations may be difficult. Firstly, the instruments used to collect 
the data were not satisfactorily tested for validity and reliability. The reported 
research design was not congruent with the data collection methods. The rigour of 
qualitative data analysis was not mentioned and therefore, may not be satisfactory. 
These could affect the validity of study findings. Certain information such as the 
participants’ response rate from the two programmes, other demographic information 
such as ethnicity and religious beliefs of participants were not provided in the study. 
It would not be possible to evaluate the influence of these factors on the study 
findings. Finally, students from private programmes with religious affiliation may be 
more inclined to rate and describe themselves as more spiritually aware as compared 
with students from public programmes.  
 
The study by Wallace et al. (2008) followed a curriculum review that introduced 
spiritual content and objectives to individual courses as and when appropriate. A 
quasi-experimental pre-test/post-test design was used to investigate the relationship 
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between spiritual education among junior and senior levels nursing students’ 
perception of spirituality at the end of one semester.  
 
Thirty-three junior and 34 senior level nursing students completed the Spirituality 
and Spiritual Care Rating Scale (SSCRS) (McSherry, Draper, & Kendrick, 2002) to 
assess pre and post-knowledge of spirituality and spiritual care after completing a 
semester. Significant differences were found between pre-test and post-test scores of 
the SSCRS for senior level students only.  No mention was made about differences 
between junior and senior level students’ SSCRS scores. Individual responses to the 
SSCRS item scores showed changes in junior students’ scores for spirituality. For 
senior level students, the observed changes were in spiritual care. Although the 
number of participants was noted there was no reported response rate or 
demographic details provided. Furthermore, validity and reliability of the SSCRS for 
this sample was not reported.  
 
The open-ended survey questions explored the views of 13 junior level students 
about their definitions of spirituality and suggestions of how nurses might best meet 
patients’ spiritual needs.  However, the method used to analyse the qualitative data 
was not reported. Demographic characteristics such as age, gender, marital status, 
and educational levels were obtained, but reasons for including only junior-level 
students were not provided. The analysis reported few perspectives. The authors 
commented that the students’ definitions of spirituality accurately reflected the main 
principles associated with spiritual care. Students identified that spiritual care could 
be provided through: (1) understanding and (2) respecting the patient, (3) facilitating, 
(4) responding and (5) being a resource. Students further added that nurses’ ability 
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and comfort level to provide spiritual care were contingent upon: (1) specific 
education in spirituality, (2) spiritual awareness, and (3) ability to reconcile 
differences between nurses and patients’ spiritual values and beliefs. The authors 
concluded that integrating spirituality into the undergraduate nursing curriculum 
impacted students’ knowledge and perspective of spiritual care. 
 
The findings may be limited however, as the sample size was small. There was no 
indication of the response rate from the two different cohorts of students. It could be 
that the views of participants did not reflect those of non-respondents. The validity of 
the SSCRS for this population was not determined and the underpinning cultural and 
spiritual beliefs may not be congruent and appropriate to the North American study 
setting. Furthermore, participants’ demographic details were not examined to 
evaluate the influence of these variables on the SSCRS scores.  
 
The primary focus of the McSherry et al., (2008) study was to explore the ethical 
basis of teaching student nurses about the concept of spirituality and spiritual care. It 
also sought to establish whether nursing education changed students’ views and 
understanding about spirituality and tracked students throughout their 3-year 
Advanced Diploma or Bachelor of Science in Nursing programme in the UK.   
 
The survey consisted of an adapted version of the SSCRS, a 17-item scale 
comprising four constructs measuring spirituality and spiritual care dimension. The 
authors considered the tool to be valid and reliable as it was used in several studies 
previously to establish nurses’ perceptions of spirituality and spiritual care. Eight 
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items measuring students’ perceptions about the ethical basis of teaching spirituality 
were added but the modified scale was not tested for validity and reliability. 
 
A response rate of 76.7% (n=133/176) was achieved. The majority of students 
considered spirituality from existential and universal perspectives. Students with 
more educational qualifications were less concerned with spiritual matters. Also, 
female students were less tolerant of religiosity than male students. Only results 
related to an analysis of relationships between the demographic variables and two 
factors of SSCRS, i.e., Factor I Spirituality and Factor III Religiosity were reported. 
No reason was given why two other factors, i.e., Factor II Spiritual Care and Factor 
IV: Personalised Care in the SSCRS were not analysed. As for the eight ethical 
questions, individual item total score in percentages were reported. 
 
Findings relating to ethical perspectives revealed overwhelming support from 
students that they were entitled to their own views of spirituality, and that lecturers 
should not make judgements as to whether students’ spiritual views were right or 
wrong. Students perceived that lecturers attempted to shape their views about 
spirituality. Students supported the teaching of spirituality but identified that there 
should not be pressure on students to change their views about spirituality. 
 
In summary, all studies identified that spiritual education was important in preparing 
students to provide spiritual care in practice. Two studies reported that faculty and 
educational institution commitment were necessary in the teaching and development 
of students’ spirituality (Wallace et al., 2008; Meyer, 2003). However, students’ 
spiritual perspectives should be respected in discussions relating to spiritual 
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education to avoid misperception of faculty’s attempt to shape or influence students’ 
spirituality views from their perspectives (McSherry et al., 2008).  
 
However, these findings may not be generalisable because most studies were 
conducted in North America and one in Western Europe. Although five different 
instruments were used in these studies, only two were psychometrically evaluated, 
and tested for validity and reliability.  The SSCRS may not be considered 
satisfactory because of its low α value. The remaining three tools were not 
rigorously tested and may not be considered valid and reliable instruments.  
 
The majority of studies used mixed method to collect data. McSherry et al., (2008) 
highlighted that a qualitative component may have provided further detail and 
clarification of the quantitative data. It could be concluded that there is no one tool 
which is comprehensive to collect the multidimensional spiritual data required in the 
studies. The other perspective could be that spirituality is complex and 
multidimensional and requires a combined approach of both quantitative and 
qualitative inquiry to examine it. 
 
3.3.3. Different Educational Strategies of Teaching Spirituality  
Two studies investigated the effects of different educational strategies to teach 
spirituality and their impact on students’ spiritual development, communication 
skills, and attitudes.   
 
van Leeuwen et al. (2009) evaluated the learning effects of thematic peer-review on 
developing student nurses’ competencies in providing spiritual care. The competency 
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profile was based on earlier work by van Leeuwen and Cusveller (2004). Thematic 
peer-review was an educational strategy used in a 6-week spiritual education module 
offered while students were completing their clinical practicum. There were four 
guided thematic peer review sessions of three hours per session, which were 
facilitated by senior lecturers and spent reflecting on personal experiences related to 
aspects of spiritual care in nursing practice.   
 
Thirty-nine 3rd year students from two Christian nursing schools in the Netherlands 
participated. Some demographic details were collected such as age, gender, and type 
of organised religious practices attended. All students were noted to be committed 
Christians and the authors commented that they were, therefore, not representative of 
all Dutch nursing students. 
 
Data collection was via reflective journals written by students after each of the peer 
review sessions. The journals were submitted at the end of the programme.  Two 
hundred and three (74%) journal entries were obtained from nine peer review groups 
because some students did not submit. The Baarda, Goede, and Teunissem (2005, 
cited in van Leeuwen et al., 2009) method of documentary analysis was used to 
analyse the journals.  
 
Three themes were generated: (1) use of self to cope with one’s own spirituality; (2) 
provision of spiritual care and (3) effects of guided thematic peer review. The term 
“self” referred to the way in which students used their personal characteristics to 
relate to patient spiritually.  The second theme related to care issues such as ability to 
recognise patients’ spiritual issues; the importance of having certain attributes to 
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provide spiritual care; respect for certain patient-professional boundaries; and 
professional responsibility in spiritual care. In addition, students discussed 
organisational barriers encountered in spiritual care such as lack of time, policy/ 
guidelines for spiritual care and inadequate emphasis of spiritual care in the nursing 
process. The last theme focused on students’ feedback about the use of guided 
thematic peer review. They reported that this form of learning helped to increase 
their spiritual awareness, self-confidence in providing spiritual care and their role as 
a change agent in the clinical area for spiritual care.  
 
The analysis of students’ reflective journals showed little or no enhancement of 
competence with regard to spiritual care in nursing practice. It was postulated that 
how students cope with spiritual matters in practice could be influenced by their 
experiences and personal attitudes towards spirituality, but seems contradictory to 
students’ positive feedback about the thematic peer review. It could be that students’ 
reports were favourable because they were required to present to participants in their 
group during each session which included the lecturers who were facilitating the 
discussions.    
 
The second study by Mooney & Timmins (2007) evaluated the effects of art on 
students’ spiritual learning. The study was conducted with a group of 2nd year 
Bachelor of Science students in the Republic of Ireland. The use of art as a teaching 
medium was part of an innovative spirituality programme involving a structured visit 





Purposive sampling was used to select 21 students from all Year 2 students (n=160) 
who attended this programme. Data was collected by two recorded focus-group 
interviews (FCG) facilitated by two researchers following the Art Gallery visit. Ten 
open-ended questions derived from the literature on using art to describe spirituality 
experiences were used to guide the group discussions.  Data were analysed using 
thematic analysis.   
 
Five themes emerged from the data: (1) recognising the spiritual dimension in their 
daily lives; (2) connecting of individuals’ spirituality with others through their 
impressions of art; (3) deepening of spiritual awareness and its meaning; (4) 
spirituality transcends traditional religion; and (5) spirituality enhances the nurses’ 
role in spiritual care-giving. It was concluded that the use of art enhanced students’ 
spiritual learning and awareness.   
 
3.4 Discussion  
The reviewed studies focused on spirituality content in curricula, and the impact of 
specific spiritual education modules or teaching strategies on students’ spiritual 
perspectives. No study specifically investigated students’ perspectives of barriers 
influencing spiritual understanding and spiritual care in practice. Furthermore, 
McSherry et al., (2008) noted the lack of studies with pre-registration nursing 
students to seek their views about spiritual education and practice. 
 
Most studies were conducted with homogenous samples from dominant Judeo-
Christian cultures. The search did not identify any published studies in Asian and 
ethno-culturally diverse societies like Singapore. Consequently, the 
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conceptualisation of spirituality in most studies was western in origin. There appears 
to be a dearth of research investigating pre-registration nursing students’ perceptions 
about spirituality and its application in practice. 
 
A study using both qualitative and quantitative approaches seems appropriate to 
investigate this topic. Qualitative data helped to clarify meanings and could be 
triangulated with quantitative data findings and the literature. Available instruments 
appeared to have some limitations. It seems that there is no one composite tool that 
measures all spiritual dimensions as the nature of spirituality is complex and 
subjective. Moreover, these instruments were mainly developed and used with 
homogenous samples with dominant Judeo-Christian beliefs. The instruments may 
not be culturally appropriate to be used in a cosmopolitan and ethno-culturally 
diverse society like Singapore.  
 
Therefore, it is recommended that a study using both qualitative and quantitative 
approaches will be conducted to investigate pre-registration final-year nursing 
students. The study will begin with a qualitative inquiry to examine these research 
questions: (1) What are student nurses’ perceptions and attitudes of spirituality and 
spiritual care in the clinical settings? (2) What factors influence their spiritual care in 
practice? Subsequently, these findings will be used to generate items to develop a 
culturally relevant and appropriate scale. This scale will be tested for validity and 




3.5 Conceptual Framework 
The relevant concepts identified to guide this study were “spirituality”, “spiritual 
care”, and “factors influencing spiritual care-giving in practice.”  It is important that 
these concepts and their possible inter-relationships are identified (See Figure 3.1). 
The conceptual framework outlines variables and relationships among variables to be 
investigated.  
 
The concept, Spirituality, is proposed to include domains such as the nature and 
characteristics of spirituality; defining factors which influence and shape individuals’ 
spiritual perceptions; and the importance of spiritual well-being. Spiritual care 
includes the meaning of spiritual care; types of spiritual care activities; competencies 
associated with spiritual care; and nurses’ role in spiritual care. Factors influencing 
spiritual care-giving fall into two main categories: enablers and barriers whereby 
they were further categorised into system, individual (healthcare professional), 
patient, and family-related factors. 
 
Central to this conceptual framework is to understand the relationships among 
concepts as shown in Figure 3.1. It appears that a logical and implied relationship 
between understanding spirituality, spiritual care, and its application in practice 
exists. Researchers such as Pesut (2002; 2003; 2008a; 2009), McSherry (2007) and 
Narayanasamy (2004a; 2004b; 2006) explored individuals’ perceptions, 
understandings and meanings of spirituality and spiritual care to reach a consensus of 
these meanings in nursing. They maintained that without a common understanding 
of what spirituality means, it would be difficult to define and understand the scope of 
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spiritual care (Pesut, 2002; 2003; 2008a; 2009; McSherry, 2007; Narayanasamy, 
2004a; 2004b; 2006).  
 
Spirituality is acknowledged to be elusive and subjective because nursing leaders 
like McSherry and Narayanasamy believed that it is universal and innate. Thus, 
spirituality is ethno-culturally and individually dependant which many philosophers 
such as Paley and Clarke find difficulty to define as well as achieving a consensus. 
Despite these difficulties, nursing and medical professionals such as Miner-
Williams, Oldnall, Koenig, Pulchaski, and Anandarajah contended that spiritual 
well-being is important for one’s health and is one of the basic human needs. It is, 
therefore, important that the different spirituality domains such as its meaning, 
nature, and characteristics are derived from participants so that a culturally 
contextualised meaning and understanding of the nature and characteristics of 
spirituality can be described and defined. 
 
As iterated, conceptualising spirituality helps to clarify the meaning and scope of 
spiritual care activities. Nursing authors and leaders have sought to define the 
parameters for spiritual care. Without these, nurses will continue to be confused 
about their roles and responsibilities in the provision of spiritual care, let alone 
defining and developing competencies in this area (McSherry & Ross, 2002; van 
Leeuwen & Cusveller, 2004; Gordon & Mitchell, 2004; McEwen, 2005; Lantz, 
2007; Carr, 2008).  Similarly, policy makers will find difficulty drafting policies and 
guidelines governing this practice if the meaning and characteristics of spirituality 




It can be concluded from the review of the literature that individuals’ understanding 
and perspectives of spirituality serve to inform spiritual care, nursing’s role and 
inevitably, the attributes and competencies associated with it. Similarly, one’s 
perceptions and understanding of what spiritual care means can shape one’s 
perspective about spirituality. Hence, the inter-relationship between spirituality, 
nursing role and personal attributes should be included when exploring the concept 
of spiritual care. 
 
For the purposes of this program of research, a conceptual framework has been 
devised.  The framework is based on several assumptions. It is assumed that 
spirituality should not be precisely defined. Although common elements are 
recognised and can be measured, the meaning of spirituality is unique to the 
understanding of each individual. Similarly, spiritual care is influenced by 
contributory systems, individual, patient, and family factors that may enable or 
hinder integration of spiritual care in practice. The literature review cited earlier 
attested to these issues. We need to explore the extent to which these factors enhance 
or inhibit spiritual care in the Singaporean context. Identification of the various 
domains of spirituality and spiritual care can contribute to our knowledge and 
understanding of these important factors in the delivery of quality care. Relevant 
concepts and their relationships as illustrated in the conceptual framework are 
presented in Figure 3.1.  
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• Individual’s nature, e.g. persona, temperament, 





• Types of spiritual care activities
• Competencies & Attributes











The critical review of the eight studies identified some limitations associated with 
the research method and data collection instruments used. Based on the discussion of 
findings, the use of both quantitative and qualitative methods of inquiry to achieve 
the objectives of the present study is pursued. The chapter concludes with an 
overview of the conceptual framework for the study. 
 60 
 
Chapter 4: Phase 1 Study: Qualitative Research Method 
 
4.1 Introduction 
This chapter outlines the research method developed by Miles and Huberman (1994) 
to address the purposes of the Phase 1 study. The selected paradigm, sampling 
issues, data collection, and the procedure employed to ensure rigor of the study will 
be discussed as well as the procedural method to analyse and verify the data and the 
findings.  
 
4.2 Underpinning Paradigm 
In social inquiry, a paradigm is adopted to achieve objectivity in social inquiry 
(Greene, 2007).  Paradigms should not be rigid and fixed (Reichardt & Cook, 1979 
cited in Greene, 2007). However, the challenge is to select paradigm attributes to 
meet the particular demands of the research context. It must offer a strong, coherent, 
plausible and internally consistent framework for arguing and substantiating inquiry 
findings.  
 
Greene (2007) commented that most mixed-methods studies are either purist or A-
Paradigmatic. However, fundamental to selection of paradigm is the belief that 
general research questions should be the impetus for choosing research design, and 
not the paradigm (Andrew & Halcomb, 2009).   
 
Therefore, the research problem and inquiry purpose should determine the design 
and methods of study, rather than the philosophical position (Greene, 2007). The 
paradigm or philosophical stance selected should have open respect for the 
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legitimacy of multiple ways of knowing and understanding (Greene, 2007).  
Therefore, Greene (2007) commented that most mixed-methods studies are either 
purist or A-Paradigmatic, i.e. Pragmatist. According to Creswell and Plano (2011), 
this worldview focus on the outcomes of the research, the research questions rather 
than the methods. The use of multiple methods to collect data is pluralistic and 
oriented toward “what works” and practice (p. 41).  
 
Therefore, the A-Paradigmatic stance was adopted. Further, because it does not 
present the tensions and challenges associated with the mixing or joint use of two 
more traditional paradigms, i.e. qualitative and quantitative (Patton, 2002). Instead, 
its guiding assumptions often shape how mixed methods researchers construct their 
research procedures (Creswell & Clark, 2011). The central tenet of A-Paradigmatic 
is paradigms are not centrally important to good inquiry practice. It advocates 
allowing researchers to change and “use” a suitable paradigm to the different phases 
in the study.  One can conduct interviews, and gather observational data to answer 
concrete problems without coming from an explicit or particular theoretical or 
philosophical paradigm (Patton 2002). Mixed methods researchers are able to collect 
both quantitative and qualitative data and mix them.  
 
As the research design in the current study was mixed methods, both qualitative and 
quantitative inquiries were used. In phase 1, the objective was to elicit multiple 
meanings from the participants to build a deeper understanding of the concepts as 
well as to use these understandings to develop a survey instrument. Therefore, an 
inductive approach was used to gather participants’ views, develop themes and 
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patterns. This agreed stance subsequently informed the methods, which are 
techniques or procedures, used to gather, analyse and interpret data.   
 
4.3 Choice of Research Framework  
The research method developed by Miles and Huberman (1994) was adopted to 
analyse and interpret data in Phase 1 study.  As this method has A-paradigmatic 
attributes, the framework is strong, coherent, plausible and internally consistent for 
analysing, interpreting and substantiating findings (Miles and Huberman, 1994).  In 
the subsequent sections, the particular demands of the research context would be 
discussed. 
 
The framework comprises three key principles for data analysis: (1) early steps in 
analysis to reduce data and generate meanings, (2) use of displays that permit 
drawing and verifying descriptive conclusions, and (3) use of specific tactics to test 
and confirm the meanings and findings emerging from the data (Miles and 
Huberman, 1994). 
 
4.3.1 Early Steps in Analysis 
(A) Codes and coding 
Miles and Huberman (1994) suggested “Coding is analysis” (p. 56) and advised that 
it be done early. This approach helps to uncover incomplete or equivocal data that 
needs further clarification or identify potential sources of bias early. Codes are 





This part of analysis involved reviewing the interviewees’ transcripts, dissecting 
them meaningfully, differentiating, and combining the data retrieved from different 
interviewees, field notes, and observations made by the investigator during the 
interviews, along with the investigator’s reflective remarks that were made alongside 
the columns of coding. The procedural steps developed by Miles and Huberman 
(1994) as a framework for coding and creating codes were followed and is explained 
below.  
 
In this study, the “grounded” approach advocated by Strauss (1987, cited in Miles & 
Huberman, 1994) was adopted because the purpose of the current study was to use 
the interview data to inform the development of a survey questionnaire. Partly, this 
approach allowed the list of codes to be reviewed and shortened to slightly more 
abstract list of codes which could attribute to several observations inferred from the 
data. The data were, therefore, well moulded to the codes that represented them.  
 
When creating codes, a governing structure was followed. Codes were defined to 
reflect how and why a data segment was categorised into that code (see Appendix 1). 
An excerpt for this process is shown below (see Figure 4.1).   
Fig 4.1: Coding Exemplar 
Code Text Remarks 
N-PHY S4: Our own perceptions in unseen things... 
S5: .....recognition of the spiritual element is real and 
true. We are not living physically but also as a human 
(A) holistic human being consists of physical, spiritual, 
psychological, mental, and spiritual. Something 
supernatural [explaining about the spiritual element].  
S2: It should be non-physical. It is like feelings, thoughts. 
It is your inside, your feelings, and thoughts that affect 
your outside.  
S3: Spirituality is part of a person and is not something 
physical, mental or their setbacks. Something within their 
inner being. As human beings, spirituality would be in 
us..... 
Spirituality appears to be 
very difficult for the 
interviewees to use words 
to describe it. It is an 
abstract, non-physical 
phenomenon that all 
human beings have.  
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Code Text Remarks 
S6: Spirituality is a psychological aspect of a person 
where you will (find) direction in life, .... 
S8: Spirituality has that inner self. The heart and the 
feelings. 
S7: Is very abstract and is to do with your heart and inner 
being. 
S1: What someone feels. Most of the time, spiritual care 
is something we can’t see, which is always internal. From 
my point of view, more to emotions. 
 
MORAL S4: Our own perceptions in unseen things whether you 
perceived it as good or bad things. 
S4: ... searching for the answer. ...is not the answer you 
are thinking, is the problem itself. Sometimes you are 
thinking through the problem. Is your fault too. You want 
to find the cause of the problem. 
S5: As a person, there are many times, I couldn’t really 
do good. Is because of my conversion to Christianity, 
help me a lot to be a good person. 
S6: ... [ find ] where you will direction in life, how to find 
the meaning to things... 
S8: people got this thing inside and what they think is 
right or wrong. Spirituality will direct what they will do 
to others. 
S10: Spirituality is how your actions affect people. 
Spirituality is about living 
well, about moral 
standards. Spirituality 
appears to influence the 
way how one lives and 
relate to others in one’s 
life. 
  
(B) Noting Patterns, Themes 
Coding may only provide superficial analysis (Miles & Huberman, 1994). Pattern 
codes were therefore used as a form of deeper analysis to recognise and identify 
emerging themes or explanations as ways of clustering these chunks of data and 
codes into a smaller number of themes or patterns.  
 
This step involved looking for threads that tied together bits of data. For example, in 
this study, six interviewees reported that spiritual care required the nurse to be 
sensitive, attentive, and understanding. Coding clustered these comments as 
“attributes” for spiritual care. However, further analysis of these transcripts 
suggested another theme related to other variables such as factors influencing 
spiritual care in practice. Further, “attributes” was deemed to be one of the codes that 
could be categorised under “pre-requisites for spiritual care.” Attributes such as 
 65 
 
showing sensitivity, attentiveness, and understanding were also perceived as helping 
to establish a trusting and empathetic relationship between the nurse and patient 
before spiritual care-giving.  
 
After identifying the pattern/theme, a pattern code was developed which followed 
procedural guidelines. Firstly, the pattern code was added tentatively to the list of 
codes and tried out to see whether it fitted. Secondly, the pattern code was mapped in 
a network display to help visualise how the different codes interconnected or related 
to form it (see Figure 4.2). This step helped to provide clarity to the theme/pattern. 
Thirdly, this pattern code was checked out in the next wave of data collection. Using 
the if-then tactic, present study participants were asked about their agreement with 
the pattern/theme. Their responses sometimes raised other questions that drew more 
data which may validate the pattern or surfaced another code or pattern. An excerpt 
of the participants’ responses to the “if-then” tactic is presented as an illustration 
(see Figure 4.3). 
Fig. 4.2: Pattern-coding Exemplar 
Fig 7.3: Interrelation of pattern codes
(Code-N-Phy) Your perception in unseen 
things
(Code- Personal) Spiritual need is only 
intensified when they are critical, when 
they are facing life and death.
(Code- Moral) Where you will direction in life, 
how to find the meaning to things, and also how 
to find comfort in times of trouble.
(Code- Connect) if they believe in god, they will 
pray to their god, … asking them to get well 
faster
(Code- Hope / Meaning in life): Spirituality 
helps to give you positive outlook
(Code- Hope / Meaning in life): When you 
think that’s no other solution to a problem, 
you will turn to spirituality
THEME: Spirituality is the 




Fig. 4.3: Illustration of “if-then” tactic 
Interviewer: Do you believe everybody has spirituality? 
Participant 15: Yes. 
Interviewer: If everybody has spirituality is true, how about a child? Does the child have 
spirituality? 
Participant 15: That is quite a difficult question to answer, because I tend to believe that 
the child learns what he/she is taught. So, it depends on their culture, but as 
they develop and grow up, and have a mind of their own, they can make 
their own independent decisions and may or may not accept their parents’ 
viewpoints. 
 
4.3.2 Use of Displays to Draw and Verify Descriptive Conclusions about the 
Phenomenon 
Central to Miles and Huberman’s (1994) framework is the use of “display” to draw 
conclusions, descriptions, and explanations. Descriptions helped to “make 
complicated things understandable by reducing them to their component parts” 
(Miles & Huberman, 1994, p. 90) and explanations helped to make the descriptions 
intelligible (Miles & Huberman, 1994).  Therefore, “displays” were valid analyses as 
they provided a visual format to present information systematically all in one map so 
that valid conclusions could be elicited and for further re-verification if needed.  
 
Though there were two main types of “displays,” matrix or network, the former was 
used. A matrix display was chosen because it is usually used to clarify a domain in 
conceptual terms and useful to explore and understand why and how interviewees 
explained specific things. Given the descriptive and exploratory nature of the 
proposed study, a matrix display was appropriate. Networks instead pulled together 
independent and dependent variables to establish their relationships in a coherent 
picture. Their functions were more inclined towards establishing causality, 
predicting relationships, and testing predictions. Several tactics such as noting 
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patterns or themes were used to draw conclusions or analytic text from the display 
sets.   
 
When developing the matrix, analysis occurred concurrently during the actual data 
entry. When each row was filled by data from the transcriptions, the noting pattern/ 
theme tactic would be simultaneously used to identify themes. Thereafter, each time 
the matrix was filled, analytic and summarising text would be written following the 
continuous “cycling back and forth” to ensure that all underlying themes in the text 
were identified, amplified, and clarified. The inter-relationship between the text, 
codes and theme were also checked. A matrix display is illustrated below (Figure 
4.4). A summarised analytic text on the different themes building to form a construct 




Fig. 4.4: Matrix Display Exemplar 
Variable: Spirituality 
Case Quotes  Code Pattern / Theme Line 
no. 
14 It is something about inner 
part of you 
Abstract Form of Life Being human 2 
1 Spiritual is basically what is in 
you, basically in your soul.  
Abstract Form of Life Being human 16 
2 Non-physical .... more for 
thoughts-sharing, like to 
express their feelings ... and 
.... their thoughts about their 
diseases. 
Human need / 




3 Everyone has a spiritual being 
in them. So, even one who is 
atheist or agnostic, will have 
this part in them ... may not 
express it but ...he may know 
deep within.  
Abstract Form of Life Being human 129-
130 
14 Spiritually looks after you 
holistically 
Holistic Spiritual well-being  
Being human 
2 
3 Since it is something that if we 
believe that it exists, is part of 
us ,.. if we neglect it, it will 
not be holistic already. 
Holistic Being human 
Spiritual well-being 
6-8 
5 But also as a human holistic 
human being consists of 
physical, spiritual, 
psychological, mentally, and 
spiritual.....supernatural. 
Holistic Being human 5-6 
14 If you have good faith actually 
and really trust in God, you 
just overcome it and take it as 





Spiritual awareness 7-8 
2 It is your inside, your feelings 





Spiritual awareness 11-12 
3 You work through that way, 
and you know that there is a 







6 Spirituality is a psychological 
aspect of a person where you 
will find direction in life, how 
to find the meaning to things, 
and also how to find comfort 




Spiritual awareness 2-3 
7 Spirituality is like self-esteem.  Individual 
understandings / 
descriptions/meanings 
Spiritual awareness 78 
14 It is equally important to be 
spiritually stable in order to 
overcome many things in life 
Human need Spiritual well-being 3 
1 Spirituality is what your soul 
needs 
Human need Spiritual well-being 16 
11 Tried to find an answer but... Human need Being human 10 
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Case Quotes  Code Pattern / Theme Line 
no. 
11 …even those without religion, 
free thinkers, do have 
spirituality 
Human need Being human 8 
3 ..... you will feel clearer in 
your directions and how to 
overcome certain stressful 
situations 
Human need Spiritual well-being 115 
3 God is reaching out to 
everyone....and somehow 
triggered to think and 
experience ... through 
stillness,... circumstances, 
where they just sit back and 
look at things....more than 
external things.  








10 how a person feels towards 
life and everyday living 
Connectedness Spiritual awareness 1-2 
5 form a relationship with God 
with some kind of 
communication and have 
some kind of 
understanding.....involve 




Spiritual awareness 2–3; 64 
16 As humans, we are always 
trying to reach out for some 
sense of hope, something that 
we can look forward to 
although we can’t really see it 
but there is no real physical 
sense of it, but just to feel that 
hope, I guess it drives 
everyone towards that. 
Connectedness 
Human need 
Spiritual well-being 40–42 
11 Spirituality is a set of beliefs 
or guide in whatever I do, not 
all the time though. 
Beliefs  Spiritual awareness 2–3 
11 It’s just a set of beliefs, 
whatever they believe in when 
things that cannot be 
explained happened.  
Beliefs   Spiritual awareness 9 
10 Is what someone believes in, it 
may not be religion, maybe a 
person’s principles, how he or 
she reacts to what is going on 
everyday 
Beliefs   Spiritual awareness 4–5 
2 For now, my belief/my god 
will control all. 
Beliefs Spiritual awareness 42 
5 I believe in after-life ... eternal 
life, based on my belief, as a 
Christian, I believe that.... .... 
will have another eternal life 
Beliefs Spiritual awareness 11–13 
16 ... (have a) holistic view, I 
wouldn’t take it as one’s 
religious beliefs 





Fig. 4.5: Analytic Text Summary Exemplar 
An interim analysis of the above matrix was completed. The findings indicate three themes: 





























(1) Being human 
• Abstract form of life 
• Developmental process 
• Beliefs / Religion / Background / Life experiences 
• Holistic 
(2) Spiritual awareness 
• Beliefs / Religion / Background / Life experiences 
• Developmental process 
• Individual understandings / descriptions / meanings 
(3) Spiritual well being 
• Holistic 




From the above, three codes overlapped and only eight remained. 
The emerging themes from the data featured students’ perceptions about spirituality as the raison d’être of Being 
Human. As such, individuals have spirituality. However, spirituality cannot be seen, as described by the students 
who used different phrases such as “your inner being, nebulous, can’t put a finger on it; non physical form” etc. 
Further, participants perceive that children also have spirituality but “they are not able to grasp it, acknowledge 
it, they may not be aware of it” and therefore “not able to tap into it.” As one student aptly put it, “Different 
stages have different conceptions, perceptions.... .” Some students described spirituality as a developmental 
process, “before I became a Christian, and now I am a Christian, in this process, affect the way I view things”.  
Therefore,  spiritual development, awareness, and shaping were very much influenced by and dependent upon 
one’s developmental age, maturity level, or developmental process relying on one’s life experiences, upbringing, 
background, religion, race, culture, and beliefs. The students viewed spirituality as an important component of 
“holistic” human being, something that people “look forward to it ... just to feel that hope.” So, spirituality is an 
important human need which people seek to attain via different channels, “believe that there is something else up 
there...a spiritual being that we are searching for,” “connecting to your creator,” “some can experience it on their 
own .. simply by even seeing around them of how differences in peoples’ life...,” “through stillness, 
circumstances, where they just sit back and look at things...more than external things.” All these were means or 
ways that students believed or perceived that people find spiritual attainment.  
 
In summary, the students perceived spirituality as essentially being human, shaped or influenced by an 
individual’s background, upbringing, life experiences, religion, beliefs or according to one’s developmental 
process. Spirituality can also be influenced by age or maturity level. However, participants perceived that 
spirituality was difficult to be defined or described it as nebulous and abstract (ABSTRACT FORM OF LIFE). 
Because it was a part of one’s whole being (HOLISTIC), people need to attain it to maintain a state of well-
being (SPIRITUAL WELL BEING). They attained it via different means such as transcendence, and 
connectedness to meet their human needs.  
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4.3.3 Verifying and Validating Conclusions 
Once most data were analysed and themes categorised, the final step of the Miles 
and Huberman (1994) framework was verifying and validating them. This was done 
during each stage of data analysis by techniques such as noting patterns and 
clustering. Another tactic as recommended by Miles and Huberman (1994) was 
counting the number of times a particular theme emerged. This helped to sharpen 
understanding of data by making comparisons/contrasts and partitioning variables.  
 
For example, in the present study, there were quotes that exemplified the abstract 
nature of spirituality as well as the essence of being human. However, following the 
application of this guide of verifying and validating, they were partitioned as 
“spirituality is universal.” It subsequently enabled the investigator to see and make 
the connections between these two themes that appeared, initially, to be abstract. As 
this process continued, bigger chunks of data began to be subsumed under fewer 
overarching themes or constructs. This gradually built a logical chain of evidence 
which helped to assemble a coherent understanding of the data and subsequently 
formed conceptual/theoretical coherence supported by the literature. This is 
illustrated in Figure 4.6.  
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Fig. 4.6: Exemplar of Verifying and Validating Conclusions following Interim 
Analysis  
 
Researcher’s memoing after verification and validation: “Certain pre-requisites are required prior 
to spiritual care. A trusting empathetic relationship between patient and nurse is necessary for the 
nurse to identify patients’ spiritual needs. Spiritual assessment is only effective if the nurse is 
“being” with patients that would encourage them to tell the nurses their “spiritual stuff.” Further, 
spiritually aware nurses are more likely to provide spiritual care.” 
 
The current analysis was no different from the previous analysis (see account dated April 10, 2010) 
except that the participants indirectly mentioned some attributes were required for spiritual care-
giving such as being attentive, sensitive, understanding the needs of the elderly and their decline in 
functional status. A pattern that appeared to emerge from these data was the tendency by participants 
to equate spiritual care with religious care, so much so that it had created “obstacles that we 
ourselves set between us and the patient especially in the case when the patient is of a different 
religion from ourselves.”  Further, this tendency had created fear in them for moving forward in this 
area of care as they saw it as a form of religious proselytising “I think we are not allowed to do that” 
and “not a good thing to do that”, “they will complain as we are told that religion is one of the 
sensitive issues here....”  
Because of this perception, one participant was concerned that “If my definition of spiritual care is 
equal to religious activities, and it is not right, I need to rectify it and really need to know what it is 
about...so that I can provide better care, spiritually.” 
Some appeared to confuse spiritual care-giving with psychological care. However, the majority 
verbalised that they were different but only four were able to tell the difference.  Participants who 
were younger tended to view spiritual care as what they can do for their patients “.....spiritual care is 
more an action thing...I think is more of giving someone, helping someone with a problem..... .” 
One student believed that spiritual care was important “but does not need to come from nurses. 
Family support especially because they can relate to him or her......If he is receiving spiritual support 
from other sources .... we don’t need to interfere.” 
Albeit all these, one common emerging pattern from the data was participants’ perspective that 
spiritual care “should really take into account what the other person’s sense of spirituality is and 
apply this accordingly,”  “what people want,” ”is very individual” and “more like according to the 
patient.” 
Most of participants felt that the spiritual care they provided was superficial and the effectiveness 
was not long-lasting. They believed that there were different levels of spiritual care. Some mentioned 
the ability to provide spiritual care depended on education received, individuals’ backgrounds, levels 
of clinical and life experiences. One participant commented, “I think there is no direct correlation 
with age but I think it is the level of maturity, “mental” age you could call it. I think when you face 
more troubles in life, you tend to be more spiritual with age, the only thing that I can relate to is 
because we are young, we are old enough to know but too young to care about it...all these take a 





4.4 Phase 1 Data Collection Procedure 
In Phase 1, in-depth face-to-face interviews were used to collect data.   
 
4.4.1 Setting and Inclusion Criteria 
Potential participants were recruited via convenience sampling from the three 
educational institutions offering preregistration nursing programmes in Singapore. 
Permission was obtained from the three sites to recruit students at the end of their 
lectures. The students were informed that face to face interviews would be 
conducted. During the interview process, it will be audio-recorded. They were also 
asked to give their consent for the researcher to contact them to clarify about the 
information obtained during the interview. After the briefing, Participant Information 
Sheet (PIS) (see Appendix 5) were distributed to the students and they were 
requested to consider participating in the study. For those who were below consent-
giving age, they were asked to obtain parental assent. For those who agreed to 
participate, they would sign, provide their contact details on the consent form and 
submit the forms into a locked box located in their school office. 
 
Recruiting students from all educational institutions ensured that the findings from 
this study would be representative of the general population of nursing students in 
Singapore. Inclusion criteria were final-year nursing students undertaking a diploma 
or degree leading to nursing registration. 
 
4.4.2 Sampling 
Seventy-eight participants agreed to take part. Sample size was not determined at the 
start of study but based on data saturation. The final sample size reached in this study 
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was sixteen. Five students were non-Singaporeans and were from Malaysia (n=2), 
Myanmar (n=1) and the People’s Republic of China (PRC) (n=2). 
 
4.4.3 Ethical Considerations 
Approval for the study was granted by the National University of Singapore 
Institutional Review Board (IRB). Approval was obtained from all three educational 
institutions to recruit students (see Appendix 2, 3 and 4). To ensure confidentiality, 
code numbers were assigned to each interviewee to ensure anonymity and protect 
confidentiality. All research data collected in Phase 1 were stored in databases which 
were encrypted and accessible by the investigator only. This was to prevent breach in 
data security. In the briefing sessions conducted during recruitment of participants, 
the purposes, and risks and benefits of the research study were explained. Participant 
Information Sheets and consent forms (See Appendix 5) were also distributed to 
reinforce the explanations given.  
 
4.4.4 Interview Process 
In-depth interviews were undertaken. The length of interviews ranged from 20 
minutes to 45 minutes, the average length being approximately 30 minutes. 
Interviews were carried out in a variety of locations on campus but also in the 
clinical practice settings at the end of a student’s placement day. Interviews were 
recorded, with the students’ prior consent and individually transcribed.  
 
A structured process was developed for the interviews. The process aimed to (1) set 
the interviewees at ease and establish rapport with them, (2) explain the purpose of 
the interview and study, (3) obtain brief background details about the interviews 
 75 
 
such as age, marital status, religion, previous work experiences if any, and previous 
educational qualifications.  
 
Throughout the interviews, field notes were made to assist with reflections and 
observations of the interviewees’ non-verbal behaviours that could provide and add 
rich contextual detail. As suggested by Miles and Huberman (1994), a list of 
questions was used as prompts or probes to guide the interviews. This helped to 
maintain and ensure that the same areas were covered with all participants (see 
Appendix 6). Therefore, the interviews could be classified as “in-depth focused 
interviews”. However, as the data were analysed, the questions were revised to check 
out or explore other emerging themes and categories. All interviews were 
transcribed. Each transcript was given a code and encrypted to prevent illegal access.  
 
4.5 Approach to Data Analysis 
Miles and Huberman’s (1994) framework was used during the process of data 
analysis. By adhering to the framework guidelines, the rigour of the findings and 
inferences were enhanced. For example, all lines in the transcription were numbered. 
The coding system and interim data analysis for each construct explored in the 
interviews provided a clear audit trail of the researcher’s data analyses.   
 
Expert critique and member checking were also done which added to the study’s 
rigour and auditability. All transcripts, interim analysis, and memoing were also sent 
to the present study co-supervisor for checking. Various measures to ensure data 




In summary, three main guiding principles were used to ensure accuracy, rigour, and 
trustworthiness of data findings and inferences: (1) determine appropriate research 




Chapter 5: Phase 1 Study Results 
 
5.1 Introduction 
In this chapter, the findings from the interviews are presented. The analysis revealed 
three concepts and their associated themes. Section 1 will focus on the concept of 
spirituality and its three emerging themes, followed by spiritual care in Section 2. 
Factors influencing spiritual care in practice will be presented last. 
 
5.2 Findings Related to Spirituality  
Three patterns or themes were observed emerging from the concept of spirituality: 
(1) Being Human, (2) Spiritual Well-Being and (3) Spiritual Awareness. Findings 
related to each theme and subthemes or categories underpinning the concept will be 
explained.  
 
5.2.1 Being Human 
Spirituality is about being human. It is about our whole humanity, who we are as 
individuals. Therefore, the latter implies that individuals express and view 
spirituality differently.  Individuals’ perceptions may therefore shape or influence 
their views about spirituality. Discussions relating to this theme centre around four 
subthemes: (1) Complex nature of spirituality; (2) Spirituality is individualised; (3) 
Spirituality is universal and (4) Spirituality is developmental.  
 
5.2.1.1 Complex Nature of Spirituality 
The complex nature of spirituality was manifested in the difficulty participants had 
in describing it. Participants seemed either overwhelmed or found difficulty 
articulating this concept. Phrases such as “...something that is within, like faith...” 
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and “our own perception in unseen things” were used to describe spirituality. 
Spirituality appeared to be abstract and nebulous in nature and could not be 
described in a few words or sentences, demonstrating its complexity. 
 
5.2.1.2 Spirituality is Individualised 
Inherently, the nature of spirituality appears complex as exemplified by individuals’ 
perceptions and understandings.  As one person asserted, “I guess it depends on how 
people express it [refers to spirituality]. It really varies.” (Participant 3) The study 
participants further added that as spiritual human beings, we will and can reflect 
beyond our physical existence. This separates us from animals as “they cannot 
reflect their own existence beyond their deaths” (Participant 13). As pointed out 
poignantly by deVeber (1995 cited in Rovers & Kocum, 2010), “spirituality 
separates humans from other beings” and “is that realm of being that is concerned 
with the profound and ultimate questions of existence” (p. 297).   
 
Participants also reported that their exposure to different religious and cultural 
beliefs and their personal beliefs and values could have influenced and shaped their 
understanding about spirituality. 
 
”Actually from exposure of organised religions, such as Christianity, 
Buddhism, from what I know of other organised religions, Islam for example 
or Hinduism. ..... For me, reflecting on my own mortality, and mortality of 




Some participants, however, adopted a theistic1 perspective acknowledging the 
existence of God and a relationship between mankind and God. “Spirituality is the 
recognition of the spiritual element [that ] is real and true and also the belief that 
there is a god and we are actually supposed to really to form a relationship with god 
with some kind of communication and have some kind of understanding” 
(Participant 3). 
 
Other views denoted a moral perspective, “Spirituality is a set of beliefs or guide in 
whatever you do, finding direction in your life, meanings to things...” (Participant 
11). One could surmise that spirituality is uniquely individual and individually 
defined or perceived. Each participant’s spiritual perspective or understanding is 
very much dependant on or shaped by their worldviews, ideological beliefs, or value-
systems. Aptly summarised by one participant, “[The meaning of] spirituality is like 
whether [how] he thinks about it, [is it from a] materialistic worldview or from other 
more in-depth views” (Participant 14). 
 
5.2.1.3 Spirituality is Universal  
Irrespective of which perspective the participants used to elicit their understanding of 
spirituality, all participants believed that spirituality is universal. This means that 
spirituality is innate in all human beings. According to the participants, “as human 
beings, spirituality would be in us” and it “forms part of [us], something that is 
within [our] inner being”. They further qualify that even those without religion, “free 
thinkers do have spirituality”. Fundamentally, participants maintained that “everyone 
                                               
1
 Theistic belief starts from the underlying assumption that the origin of the spiritual lies not in the 
individual but in God who is both the creator and sustainer (Pesut, 2006, p. 127). 
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has spirituality and how one thinks about it, depends on their background, family etc. 
Also how they view spirituality and accept it” (Participant 12). 
 
Another facet closely associated with the universal concept of spirituality was 
holism. As previously discussed, most participants believed that without spirituality 
we are not considered whole. 
 
“Since it [spirituality] is something that we believe that it exists, is part of us, 
and if we to neglect it [spirituality], we will not be holistic [whole] as a 
person.” (Participant 3) 
 
The participants further added that as spirituality is an integral and vital part of our 
being, we would always try to “fill it”, i.e.: be spiritually full, fed, or satisfied. If not, 
we feel lost, empty, purposeless, and meaningless or disconnected, without a sense 
of direction or guidance in life as illustrated by one participant’s comment below. 
 
 “As humans, we are always trying to reach out for some sense of hope, 
something that we can look forward to although we can’t really see it, but just 
to feel that hope, it drives everyone towards that.” (Participant 16) 
 
5.2.1.4 Spirituality is Developmental 
This concept of viewing spirituality as developmental arose from participants’ 
assertions that spirituality is universal. When participants were challenged about the 
relevance of spirituality and applicability to children, mixed responses were 
received. Although most participants believed that humans are born with spirituality, 
they were unsure whether this applied to a child.   
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“I don’t think [spirituality] is innate in children. When you can grasp the 
concept of spirituality itself, that is when you gain it I suppose. A child can’t 
grasp that concept. [Though] they may have [it] but they might not be able to 
tap on it because they have no idea.” (Participant 11) 
 
Participants, who believed that spirituality was integral to the essence of being 
human, opined that children have spirituality. However, their spiritual development 
is gradual and constantly evolves through the learning or teachings from their 
families, ethnic-cultural, and environmental influences in which they were raised or 
experienced along lives’ spiritual journey. Conversely, as children develop and 
grow, they develop their individual spiritual beliefs and perspectives and might not 
accept their familial or ancestral spiritual beliefs. 
 
“No, I do not mean that when children are born, they do not have spirituality. 
But that they may not be aware of their spirituality, or what they know about 
spirituality would be from their parents’ religions, for example. I tend to 
believe that the child learns what he/she is taught. So, it depends on their 
culture, but as they develop and grow up, and have a mind of their own, they 
can make their own independent decisions and may or may not accept their 
parents’ viewpoints.” (Participant 15)  
 
Other participants’ accounts attested the developmental nature of spirituality which 
could sometimes be experientially bound. As stated by another participant: “The 
environment may affect this [spirituality]. I think if your spirituality grows strong 
and stable, then this one, your spirituality, will also affect others” (Participant 2). 
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This participant who was from the People’s Republic of China (PRC) elaborated her 
comment further. Although her parents are Christians, she did not adopt their 
religious beliefs prior to coming to Singapore. However, after coming to Singapore, 
she became a Christian. She described how she adopted this religion because she 
experienced warmth, friendship, love, and concern from Christian friends when she 
was new to Singapore and experiencing homesickness. She said, 
  
 “I think spirituality is like a process, where you will develop 
something.......why I say it is a process because before I was not a Christian 
and now [I am] a Christian. It is this process. At the beginning, even before 
this, I may not have these kinds of thoughts. Maybe the thought part is not 
there in that setting. But now, after the process and until now, I will think that 
my thoughts, my inner side will affect the way I view things”. (Participant 2) 
 
Another participant recalled a major illness event in her early teens that had helped 
her understand patients’ pain “to just do that [spiritual care] for my patients even I 
don’t know whether I have made them feel better” (Participant 9). 
 
Three perspectives emerged from the participants’ accounts: (1) spirituality is innate, 
(2) individually defined, and (3) its development is a process akin to the different 
stages of life.  
 
5.2.2 Spiritual Well-Being 
Spiritual well-being refers to an “intact” sense of spirituality that is experienced as a 
feeling of completeness/wholeness. It can be described as a quality or state that the 
person wants to attain — a peaceful sense of well-being (Hermann, 2001). Spiritual 
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well-being may affect the physical, as well as the cognitive, emotional, and social 
well-being of an individual. Individuals may manifest a myriad of spiritual needs 
such as a search for meaning and purpose in life, hope, sense of belonging, morality, 
mortality, life after existence, and when life’s existence is threatened (Lane, 2005a; 
2005b). This section will discuss participants’ views about the importance of 
spirituality and how it is attained. In this theme, a participant’s use of the metaphor, 
“Food for the soul” will be used for explanation.  
 
5.2.2.1 Food for the Soul  
Participants in this study considered spiritual well-being as having a sense of peace 
and calmness that one desires to attain even before a problem occurs. This sense of 
well-being was referred to as a certain level of well-being or stability. According to 
most participants, there is a human quest to satisfy and “fill-up” the inner side of us. 
One participant used the metaphor, “food for the soul,” to describe this need. There 
could be two possibilities why this metaphor was used. One could be that “food” is 
well acknowledged to be one of the basic needs in Maslow’s Hierarchy of Human 
Needs (Anandarajah, 2008). Therefore, it could be interpreted as typifying spiritual 
well-being as integral to individuals’ total well-being. Without it, individuals’ 
existence could be threatened.  
 
“As humans, we are always trying to reach out for some sense of hope, 
something that we can look forward to although we can’t really see it but 
there is no real physical sense of it, but just to feel that hope, I guess it drives 




According to the participants, “food for the soul” was what they would term as 
spiritual needs and included the need for love, hope, peace, meaning, and purpose in 
life, forgiveness, and reconciliation. 
 
 “I realised that the older generation, why they keep calling us, bugging us, 
even though it is something that they can do themselves. I believe is 
something to do with loneliness. They wish for us to care, touch, and give 
concern to them.” (Participant 1) 
 
“The feeling that I am not worthless....” (Participant 7) 
 
 “Because each person, (they) need[s] some motivation, (they need) some 
encouragement.” (Participant 5) 
 
When this source of sustenance is threatened, it would manifest as a spiritual need. 
One participant mentioned that a spiritual need could be portrayed as low self-
esteem. 
 
“Previously [the person] can walk, talk and eat. Now, [the person] can’t. 
What do you think [they would be feeling about simple activities they 
suddenly can no longer do]? Their self-esteem has become affected” 
(Participant 8)  
 
Participants’ accounts implied that individuals’ quest to attain spiritual well-being 
via different channels or means. One quest was connecting metaphysically to find 
 85 
 
hope and meaning to the events in one’s life. This was emphasised in many 
participants’ accounts.  
 
“If you feel lonely, or if you feel [you need] to share your feelings with 
someone, talk to God. ... Spirituality is what your soul needs.” (Participant 1) 
 
 “It’s what I see every day in the wards ... some of my patients don’t have a 
religion, but they still pray and hope to get better. It just gives the patient a 
more positive outlook throughout the stay. Like there is hope and [it is] not 
the end of everything.”  (Participant 10) 
 
 “Maybe through stillness, through circumstances, where they [have the 
opportunity to] just sit back and look at things, … [they see] more than the 
external things that takes place. Maybe it is something that is within, like 
faith. I guess it depends on how people seek it. It really varies. Some can 
experience spirituality on their own or they believe that there is this spiritual 
part or higher being to look to. Or simply by seeing other better [inspirational 
or thought provoking] examples around them, … differences in people’s life 
who have found … this spiritual part…  There is a difference in everyone[‘s 
approach].” (Participant 3)  
 
However, some participants further qualified their statements by mentioning that 
people may not be constantly seeking spiritual attainment. Some people will seek 




“Normally, human beings will only think of after-life and spiritual aspects 
when they are really facing life and death. That is the time when they have to 
face the question, is there any life after death? [However, on]… normal days, 
most people will just leave it aside [and not be concerned about it all]. It’s 
[usually] not a priority to think about.” (Participant 5) 
 
“I wouldn’t say that everyone is constantly looking for it. But I guess, 
definitely at one point in time, whether it is within a day, week or [later in] 
one’s life they will come to …[question] that after every other thing, after 
working [and] doing [whatever activities that they do in] life, they will ask, is 
that all there is to it?” (Participant 3) 
 
5.2.3 Spiritual Awareness 
In order to attain spiritual stability and spiritual well-being, spiritual awareness is 
important. Participants’ comments indicated that individuals’ characteristics and 
pursuits to discover spirituality influenced their spiritual awareness. Without this 
awareness, as articulated by one participant, “one would not be able to grasp and use 
it” (Participant 11). The following section discusses participants’ views and 
perceptions about spiritual awareness which have been clustered into two subthemes: 
(1) Individual Attributes, and (2) Connectedness and Transcendence.  
 
5.2.3.1 Individual Attributes 
Though the age range in this group of participants spanned from 20 years to 46 years 
(median age is 23 years), they perceived that age did not make a difference in their 
spirituality level and spiritual awareness. They argued that the level of spirituality 
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and spiritual awareness were related to one’s “mental” age which is dependent on an 
individual’s life experiences, circumstances, upbringing, and environment. 
 
“It may not be related to age, because some of people may have experienced 
the death of their grandparents, or parents very early in life. That to a certain 
extent, may have made them confront the issue of mortality [early in their 
lives].” (Participant 15) 
 
“I think there is no direct correlation with age but I think it is related to the 
level of maturity, “mental” age you called it. I think when you face more 
troubles in life; you tend to be more spiritual” (Participant 11).  
 
Participants in current study did not agree with a generally held view by the public 
and assertions in the literature that spirituality is usually associated with older 
people. Rather, in this study, participants asserted that everyone has spirituality but 
depending upon individuals’ life priorities, circumstances, and life-stages, it might 
not be their main focus. This view was well-encapsulated in one comment, “As with 
age, the only thing that I can say is although we are young, we are old enough to 
know but too young to care about it. So this thing [spirituality] tends to take a 
backseat in our minds and in our focus in everyday life.” (23-year-old participant) 
 
We, therefore, should not assume younger people do not and would not have concern 
for spirituality issues. Reflecting on this, I was reminded of a response by a lecturer 
from a participating site when I told her that I intended to recruit students for my 
research study on spirituality. She advised that I should recruit post-graduate 
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students as she felt that pre-registration students might be too young and lack 
spiritual maturity to contribute to my study. This anecdotal comment could also 
reflect the view of the majority about stereo-typing youths as spiritually immature.   
 
Two participants, who were 43 and 46 years of age, respectively, supported this 
view. They maintained that even though their younger classmates appreciated the 
importance of spirituality, they would not be overly concerned with spirituality 
issues and the maturity at this stage of their lives to discuss them.  
 
There were fourteen participants in the 20–26 year age range who gave accounts that 
their levels of spiritual awareness could be related to their ethno-culturally diverse 
backgrounds. Ethnic origins of participants included Chinese, Malay, Indian, Arab, 
Japanese, and Indonesian. It has been proposed that with ethno-culturally diversity, 
affiliation to religious and spiritual beliefs differ (Reimer- Kirkham, Pesut, 
Meyerhoff, & Sawatzky, 2004).  
 
 “My experience with my classmates told me that most of them are spiritual. 
For example, the Malay classmates who are Muslims, believe in God, accept 
and acknowledge God. Then for my Indian friends, they are quite spiritual as 
they talked about it most of the time. My experience with my Chinese friends 
is that they have their traditional beliefs to guide them about their spirituality. 
From what I understand from all my classmates, even though they are young, 




5.2.3.2 Connectedness and Transcendence 
Participants believed that there was a human quest to satisfy and “fill-up” the inner 
part of individuals, especially when the person encounters a life crisis. By 
transcending and connecting, the spiritual being within the person was raised above 
the current circumstances to achieve a kind of peace and/or calmness. Connecting 
and transcending appeared to be intertwined; one cannot go without the other as 
described by the study participants. 
  
 “I guess they are finding about something inner or something that really 
satisfies and brings much meaning to what they are doing. … maybe like a 
spiritual being like God who creates us or who knows best in order to fill up 
this part of us, the spiritual part of us.” (Participant 3) 
 
“It is like your inside, your feelings, and thoughts that affect your outside, 
like when you meet or encounter something,” (Participant 2) 
 
These accounts implied a desire by participants to connect and transcend 
metaphysically. According to them, these experiences helped them to be more 
spiritually aware and enhanced their spirituality.  
 
In summary, it was acknowledged that spirituality is complex because it is 
individually defined. As spirituality is considered to be an important part of being 
human, it implies that spirituality is innate and universal. Thus, participants theorised 
about spirituality in children. Associated with this finding, was the perspective of 
viewing spirituality as developmental and a process contingent upon many variables 
affecting each life-stage. Congruent to this finding was that spiritual awareness is not 
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age-related. Instead, it was purported that individuals’ ethno-cultural, socio-political, 
and economic backgrounds may influence their spiritual perspectives and 
understanding.  
 
Hence, identified constructs related to the concept of spirituality were (1) being 
human; (2) quest to find meaning and purpose in life; and (3) attaining a peaceful 
state of well-being through transcending and connecting with the external 
environments. 
 
5.3 Findings Related to Spiritual Care  
The concept of spiritual care will be discussed according to the three emerging 
patterns that were identified from the data: (1) Antecedents for spiritual care, (2) 
Forms of spiritual care, and (3) Nursing role. These are notions about spiritual care 
related to participants’ understanding and perceptions about spirituality.  
 
5.3.1 Antecedents for Spiritual Care  
According to participants, antecedents were the necessary “pre-requisites” that 
enabled a nurse to engage with, or provide spiritual care. As in the previous section, 
the metaphor, “food for the soul” will be used to discuss antecedents for spiritual 
care. This metaphor was considered appropriate as provision of “food” required the 
right ingredients and a capable competent chef to prepare it according to the 
customers’ dietary needs. Hence, discussion of this theme will centre on (1) pre-




5.3.1.1 Pre-requisites for Spiritual Care   
Prior to determining the care required by a patient, a nurse must establish the needs 
of the other. This was articulated by one person who stated:  
 
“When you are applying spiritual care towards another person, spirituality is 
very personal, and there are so many definitions to it. We should really take 
into account the other persons’ sense of spirituality and apply accordingly.” 
(Participant 16)    
 
As discussed previously, participants perceived spirituality as something that is 
within a person’s inner being. Indeed, all participants agreed that spiritual care is the 
care that is “needed inside,” “[to attend] to their inner self.”   
 
For patients to open up to nurses and earn their trust, participants believed that they 
needed to be observant, attentive, and sensitive, and to “listen with your heart [to 
patients’ thoughts and expressions]” (Participant 8). Participants contended that 
sensitivity included being spiritually attuned or possessing an awareness that 
facilitated understanding another’s spiritual distress. Further, drawing on one’s 
spirituality enabled the nurse to empathise. As commented: “Maybe some of them 
may not be spiritually attuned, may not be aware or have that level of empathy [to 
appreciate and empathise a patient’s spiritual issues].” (Participant15).  One 
participant elaborated further by stating that “They may have it but they might not be 
able to tap onto it because they are not aware.” (Participant 11) 
 
Participants considered spiritual assessment as the first stage of spiritual care.  It 
could be that participants applied the stages in the nursing process to identify and 
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plan appropriate spiritual care for their patients. However, carrying out this first level 
of spiritual care required certain attributes or qualities. 
 
 “You have to pay more attention and be more sensitive to the changes … [in 
people]. If people are weak in spirit, they won’t show this. They will cover 
up.” (Participant 8) 
 
 “As long as we are sincere, which can be considered as a [first] spiritual 
principle, it [is possible] to speed up rapport building”. (Participant 5) 
 
Other than these attributes, participants’ comments also connoted that their spiritual 
care-giving perspectives were influenced by their spiritual understanding as 
illustrated below.  
 
 “For me, spirituality is like an intrinsic personal value, inner strength from a 
person to spirituality in nursing, caring for the patient. In Chinese, it is 
expressed as an `inner strength` that you want to care for the patient 
spiritually.” (Participant 12) 
 
“I do not prejudice but speak to all patients. I never stigmatise, I have a 
deeper connection with people of my same religion, of course. For those who 
are Christians and Buddhists, I believe they are the same. There is a god and 
whichever god that you pray to, believe in and as long as you have faith, 




Participants, therefore, expressed views that reflected an intertwining of spirituality 
and spiritual care perspectives. One serves to influence and inform another.  
 
5.3.1.2 Spiritual Care Assessment 
From the participants’ accounts, the theme, spiritual assessment emerged. This could 
be related to the nursing education they received, which is underpinned by a 
framework of individual, holistic care based on an assessment of need, and this ethos 
extends to spiritual care assessment.  
 
 “To provide spiritual care, you must think about what people want... you 
must think that you are the person. Put yourself in their shoes, think what 
they need and what they want.”(Participant 8)  
 
Although the importance of assessment is not new in nursing, the notion that 
spiritual assessment can be a form of spiritual care-giving itself has rarely been 
described. Participants’ accounts reflected a lack of awareness that spiritual 
assessment was ongoing and addressed during each clinical encounter. This was 
illustrated by one participant who commented that she viewed spiritual assessment 
as, “...when they are first admitted, [we ask them] their religion, then we ask them 
questions like what are your food preferences. Basically, this is it.” (Participant 3) 
However, during the interview, she added that “...during the time [that] we spent 
with the patients and …get close to them … [is] when the patients will tell you this 
kind of stuff [spiritual issues],” (Participant 3) 
 
Participants asserted that spiritual assessment entailed relationship building, such as 
establishing a trusting and empathetic relationship between the nurse and patient. 
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“...unless we connect with them, some may not even open up to us. We 
should let the patients know that we are there for them and not to feel … 
alone, …lost and not to abandon hope.” (Participant 6) 
 
Participants offered varying examples of attributes that could also be aspects of 
spiritual care and included: “showing care and concern”; “being sincere”; “listening 
to them [patients] when they express some spiritual distress”; “[letting them know] 
that you are there with them” However, these attributes were not viewed as spiritual 
care nor considered as an important precursor for nurses to recognise and understand 
patients’ spiritual needs. Underlying these comments, it could be that participants 
perceived certain attributes are required to provide spiritual support for patients, but 
have a relatively superficial understanding about spiritual care.  
 
5.3.1.3 Nurse’s Spirituality 
Much has been mentioned about the importance of nurses having certain attributes 
and being spiritually aware or attuned to spiritual care-giving. However, spiritual 
care may also be confronting for individual nurses who may need to resolve conflicts 
or tensions when the religious and spiritual beliefs of the nurse and patient differ.  
 
“Sometimes we feel that there is an obstacle that we ourselves set between us 
and the patient especially in the case where the patient is of a different 
religion from ourselves. We worry that they may feel offended if we try to 
approach them from our own perspective, from our religion. So, some of us 




The tensions between respecting patients’ spiritual beliefs and rights, nurses’ 
professional ethical imperatives to provide spiritual care, and nurses’ spiritual 
commitments, are issues that have been frequently encountered by participants in 
this study, even though they are yet to practice in the clinical environment on a full- 
time basis.  
 
However, some participants were not deterred by these issues. They believed that 
spiritual care could still be delivered through their caring behaviours: genuinely 
sincere and consistent actions and behaviours. These views could be related to 
individuals’ levels of spiritual maturity and philosophical or worldviews adopted. 
According to participants, spiritual maturity could help or influence them to 
differentiate between their own spiritual perspectives and patients’ rights to spiritual 
care.   
 
 “Being sensitive to different people and situations [enables you to] be 
consistent in providing care and helping a person. And I guess through this 
consistent and genuine care and love, it could touch this person. That’s where 
you can touch the heart.” (Participant 3) 
 
“It varies amongst individuals because if they [the nurse] are really serious 
about their religion or spiritual beliefs, they will be more concerned. If not, it 
[spiritual care] is just something that is not as important as medical care or 




These comments appeared to suggest (1) the importance of having a certain level of 
spiritual maturity and (2) spiritual awareness to enable one to empathise and have 
fervour to care for patients spiritually. Although participants might not have 
adequate spiritual knowledge to provide a more sophisticated level of spiritual care, 
they believed through their nursing care, spirituality could be imbued.  
 
 “Everyone could do that [provide spiritual care] actually, inculcate as you 
care, inculcate as you meet certain people’s needs. But eventually, you 
inculcate certain things to him whatever you want to communicate. Like for 
example, that kind of faith or belief that you will get well.” (Participant 3) 
 
One particular participant, who had been unwell and hospitalised, mentioned the 
equal importance of obtaining spiritual support and care from family, friends, 
colleagues, teachers, and colleagues. Thus, she emphasised the equal importance of 
caring for nurses’ spirituality when they were “down.” Other participants agreed 
with these sentiments. 
 
“When I am having problems in my own life, I won’t bother to help someone 
else.” (Participant 10)   
 
“Some [nursing supervisors] actually make the effort to provide spiritual care 
to the nurses themselves. If nurses feel that there is such a culture in the 
ward, and receive such care themselves, they will also be more likely to 




5.3.2 Forms of Spiritual Care 
Forms of spiritual care refer to different caring activities that are “needed inside,” for 
the person’s “inner self.”  This could be either caring for a person spiritually or 
providing spiritual care. What defined spiritual care from the participants’ 
perspectives was very much influenced by their understanding and conceptualisation 
of spirituality. Two subthemes will be explored in this theme: (1) Spiritual care and 
caring spiritually; and (2) Spiritual, psychological, and religious care.  
 
5.3.2.1 Spiritual Care and Caring Spiritually  
As discussed earlier some participants were not fully cognizant that they were 
assessing patients indirectly during their clinical encounters. However, new insights 
were revealed to some participants when the topic of spiritual care-giving was 
discussed.  
 
“…it should be altogether. …when I deliver physical care, I kind of represent 
my spiritual beliefs to the patient. So, I think it is altogether. As long as I do 
my part, … do my best. Taking care of them as a whole, is taking care of 
them spiritually”. (Participant 5) 
 
“At first I was not caring spiritually, but after I began to share my 
experiences and observations and I began to think...... I decided [realized] 
that we do carry out spiritual care to our patients”. (Participant 13) 
 
In the Singaporean health-care system, all public and some private hospitals seek to 
be accredited by the Joint Commission International Accreditation for Hospitals 
(JCI). Therefore, these hospitals are required to subscribe to JCI (2003) Patient and 
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Family Rights (P.F.R.), Standards P.F.R. 1.2.1, which states that, “The organisation 
has a process to respond to patient and family requirements for pastoral services or 
similar requirements related to the patient’s spiritual and religious beliefs” (p. 26). 
Most hospitals have adopted a neutral stance to meet patients’ religious and spiritual 
beliefs. However, there were guidelines to inform how beliefs will be respected and 
met for those patients who have indicated their religious beliefs on admission. 
Consequently, some nurses may be left in a quandary on what and how to respond to 
patients spiritually if they have no stated religious beliefs.  
 
It appeared that participants’ spiritual knowledge or lack of it formed the basis of 
their understanding of what spiritual care entailed. One participant identified that she 
did not provide spiritual care, “Because I am worried that the patient would get 
offended and, complain about me.... we have to be very careful when talking to the 
patient in this aspect” (Participant 6). Some participants identified that they would 
prefer to provide religious care specific to a patient’s religious beliefs as they 
deemed it would be more appropriate and aligned with the organisation’s philosophy 
and culture. Further, their care would not be misconstrued as religious proselytising 
which is not condoned or accepted nationally. 
    
“I wouldn’t say that [it] is ignorance [being inherently unaware of the 
requirement of spiritual care] on our part, I would see it as we are unsure of 
what exactly encompasses spirituality and spiritual care [and the appropriate 




“For the most part, religion [specific to patient’s religious beliefs] will feature 
prominently in spiritual care”. (Participant 11) 
 
Some, however, revealed that through the course of the interview with the 
researcher, they realised that they had been providing care spiritually, but had never 
named it as such. One participant identified that he may have provided spiritual care 
but “may not have labelled it as spiritual” (Participant 13).  Another participant 
added that “If you spend some time, little, little things are part of spiritual care, just 
doing little, little steps can actually help the patient in a long way” (Participant 3). 
 
The participants’ comments reinforced the notion that they had been unknowingly 
providing spiritual care during their course of patient care and now believed that 
such care could have helped address patients’ spiritual needs to a certain extent. 
 
5.3.2.2 Spiritual, Psychosocial and/or Religious Care 
It was evident from participants’ comments that spiritual and emotional struggles 
may intertwine. Participants expressed that emotional support alone may not 
adequately address these struggles and admitted their confusion between spiritual 
and psychological care.  As such, some participants felt that they could only provide 
limited level of spiritual care to patients, akin to psychosocial care such as touching 
and holding patients’ hands, showing that they care or providing therapeutic 
communication. According to participants, they did not have the knowledge of 
spiritual care and therefore, were not confident to go “deeper” with individual 
patients. They considered this form of superficial spiritual care as less effective, as it 
was perceived as a form of emotional support only. 
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“... [we] may only relieve them of emotional stress for [a short time]... it is 
not very useful for them. Emotional support only relieves distress for a while. 
It will come again. Spiritual care is deeper than that.” (Participant 4) 
 
“This [spiritual care] is one step higher and one step more than normal 
nursing care to care for [patients’] spiritual needs.” (Participant 11)  
 
Participants viewed spiritual care as synonymous to religious care. Though most 
participants believed that spirituality was a broader term than religion, most equated 
spiritual care with religious care except for four Christian participants. They did not 
consider Christianity as a form of religion but more a covenantal relationship with 
their god and their faith. Some participants mentioned that the term “spirituality” 
was being used by religious groups and leaders so often that it might relate spiritual 
care to religious care. The complexity of spirituality may have contributed to 
participants’ preference to use the term “religious care” instead. 
 
 “I think it’s because spiritual care seems to be more abstract but when you 
put religion to it, it just makes it easier; like now we can do this, this and this. 
I think it just makes things easier.” (Participant 16) 
 
The same participant further added that because of a lack of spiritual education, they 
were not able to differentiate between spiritual care and religious care. 
 
“As you can see from what I just said, I kept thinking that spiritual care 
would most probably go towards religious care.” (Participant 16) 
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Not only does lack of education about spirituality contribute to misconceptions, it 
could also contribute to participants feeling uneasy about providing spiritual care. 
One participant expressed, “... because connecting with the patients and knowing 
their distress is one part and the other part is how to address their needs. If I am not 
equipped with the knowledge about his or her spirituality, it will be very difficult for 
me to commiserate with them.” (Participant15).  
 
Another participant added: “As nurses, we will be fearful because every patient has 
their own [spiritual] needs and we may not be able to attend to these needs... this will 
be one of the main fears of the nurses. For example, with end of life care, are the 
patients able to get all the different types of care they require? Have we done 
enough? Shouldn’t we have done this or done that? I think that is actually where the 
fear lies towards. I would see it as that we are unsure of what exactly encompasses 
spirituality and the care. … spiritual care should be following the religion” 
(Participant 16). 
 
Participants would usually cite religious care practices as forms of spiritual care and 
the two most commonly mentioned were: (1) referring the patient to the holy man, 
the Imam, priest etc. and (2) prayer. 
 
Interestingly, other participants appeared able to be able to differentiate between 
spiritual, psychosocial, and religious care. They claimed their spiritual understanding 




 “Psychological care has different theories [impersonal, objective] to explain 
[it]. But spiritual care is different; it is from the inner side [personal, 
subjective] when you care for the patient.” (Participant 12) 
 
 “Psychological care is more towards their own theory; dealing with emotions 
and rationales. Spiritual care is more towards their own beliefs.” (Participant 
5) 
 
“Spiritual care is deeper than that. It is more than emotional support. It must 
bring in the god element.” (Participant 4) 
 
“I think psychological care has more to do with the feelings, which is to me, 
a shallower kind of concept than spiritual care. I think that only after you 
understand your feelings that you start to think about spirituality. 
Psychological care is more about whether you understand the patient’s state 
of mind at that point in time.” (Participant 6) 
 
5.3.3 Nursing Role  
Much has been discussed about spiritual care-giving, but who should assume this 
role of care-giving and participants’ views about adopting it is uncovered in this 
theme. The possibility of an interdisciplinary team approach to provide spiritual care 
will also be discussed. Three subthemes, i.e., (1) altruistic self; (2) nurse’s role in 




5.3.3.1 Altruistic Self 
The question of who should assume the role of spiritual care-giving was oftentimes 
posed after participants provided their perspectives about spiritual care. Most stated 
that this role should be assumed by nurses. This was especially so for those 
participants who believed that the nature of nursing care itself provides some form of 
spiritual care. 
 “Spiritual care does not require you to do [special] things. It just requires 
you to care for the person and let them know that there are people still caring 
for them.” (Participant 6) 
 
Most participants considered that spirituality is within the domain of nursing. 
Spiritual care is perceived as part of nursing as it is all about “doing or caring for” 
patients. Also, participants asserted that good nursing care could help them to 
provide spiritual care and give them a sense of satisfaction. 
 
 “When I see my patient is in good spirits, it aids in treatment, it aids in 
recovery, [and] it also affects me as a staff. If my patient is in a good mood I 
will also be happy. If my patient is depressed, it will be at the back of my 
mind and make me worried.” (Participant 14) 
 
“….when I deliver physical care, I kind of represent my spiritual beliefs to 
the patient.” (Participant 5) 
 
“If he or she doesn’t accept it, I will just continue to provide holistic care, 
and encourage the person and somehow, hopefully, certain things will be 
imparted in the spiritual sense.” (Participant 3) 
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5.3.3.2 Nurse’s Role in Spiritual Care-Giving  
Most participants in this study believed that nurses should provide spiritual care. The 
importance of spiritual care for patients’ health outcomes was also acknowledged. 
Participants identified different levels of spiritual care and some commented that in 
order to be effective, a deeper level of spiritual care is required which needs 
professional expertise. Therefore, most did not think that nurses were equipped to 
provide the deeper level of spiritual care.  
 
“In the context of nursing, i.e., what nurses do [in spiritual care], yes, it does 
[include spiritual care]. As a nurse, we can do that for the patient. But to do 
that in a more effective manner, I think a nurse, who has to do her other 
nursing jobs, may not have enough time and be the most appropriate person 
to do so. Maybe professional counsellors can do that, just like the medical 
social workers are doing now...” (Participant 15) 
 
5.3.3.3 Team Approach 
Some participants perceived that the nurse is one of the key members of staff in the 
provision of spiritual care. One participant used the analogy of a paramedic to 
illustrate this viewpoint. “In an emergency, a paramedic will stabilise the patient and 
bring the patient to the hospital for further treatment. So, for a nurse, maybe she can 
stabilise the patient and let the patient know that we are there for them and not to feel 
so alone, so lost and not to abandon hope” (Participant 6). Several participants 
recommended a multidisciplinary team approach to spiritual care in order to address 
patients’ spiritual needs, and take into consideration the nurse’s ability to address 




“...connecting with the patients and knowing their distress is one part and the 
other part is knowing how to address their needs. That could be a challenging 
area.”(Participant 15) 
 
Further, the provision of spiritual care in a diverse ethno-cultural and religious 
society like Singapore posed a challenge to nurses according to participants. One 
participant recalled a situation whereby her spiritual and religious beliefs differed 
from a patient, “My limitations were my knowledge ... [not] knowing … how to care 
for a Hindu patient. You don’t do this or that [to them]. You are not sure what they 
are trying to explain to you” (Participant 1). 
 
It is therefore not surprising that most students described the involvement of priests, 
religious leaders, and “elders in the house”, as they are seen to be in a more 
respected position in spiritual matters. Others mentioned the involvement of other 
healthcare professionals such as doctors, physiotherapists, occupational therapists, 
speech therapists, and medical social workers, as they are part of the patient care 
team and also work closely with patients. One participant explained that she felt 
unsupported or not encouraged because “sometimes, I am too shy [to provide 
spiritual care] because some of them [referring to doctors and others] did not do it” 
(Participant 9). However, many participants agreed that nurses “played the biggest 
part” in spiritual care-giving because “after three days, we will … know the patient’s 
needs” (Participant 16). 
 
In summary, the analysis of data related to the spiritual care construct identified that 
spiritual assessment was viewed as a critical step to understanding what and how 
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patients’ view of spirituality and spiritual care.  Spiritual assessment is akin to the 
first stage of the nursing process. But the perspective that spiritual assessment could 
be regarded as a form of spiritual care-giving was a novel finding. Certain attributes 
or carative factors were considered important in order to perform a spiritual 
assessment. Additionally, these attributes could be considered as elements of 
spiritual care as they could help the nurse to address what were “needed inside” by 
patients. Closely linked and equally important to spiritual care was the student 
nurses’ understanding, and awareness of, spirituality. A lack of spiritual education 
was given as one of the many reasons why participants may have confused 
psychosocial and religious care with spiritual care. Regardless of these challenges, 
participants supported nurses’ roles in spiritual care.  The next section will explore 
other challenges and factors influencing spiritual care-giving in practice. 
 
5.4 Factors Affecting Spiritual Care-giving in Practice 
The previous two sections explored participants’ understanding and perspectives of 
spirituality and spiritual care. The findings demonstrated that participants’ 
understanding about spirituality influenced their thoughts and views about spiritual 
care either directly or indirectly. In the following section, (1) Personal factors; (2) 
System factors; and (3) Patient factors will be discussed in relation to the provision 
of spiritual care.  
5.4.1 Personal Factors 
Spirituality was regarded as a complex concept that was influenced by participants’ 
upbringing, beliefs, attitudes, and personality traits.   Two subthemes emerged: (1) 
societal, ethno-cultural, and religious beliefs; and (2) common spiritual 
understanding among patients and healthcare providers. 
 107 
 
5.4.1.1 Societal, ethno-cultural, and religious beliefs 
In relation to spiritual care, certain attributes were considered necessary for spiritual 
care. The majority of students opined that not all their peers have these attributes 
which could impact their spiritual care-giving behaviours. They reasoned that this 
could be related to their upbringing, environment, ethnicity, culture, or religion. One 
Myanmese student commented that in their culture, they are a “very relaxed” people 
and liked to spend time talking to patients.” This comment was meant to contrast 
health care in Singapore, where the nurses are perceived to be always rushing. “Time 
is viewed to be a very precious commodity to Singaporeans” (Participant 4). As 
such, she believed that Singapore nurses were encouraged to be more efficient and 
productive to a point that they become task-oriented. Two other Malaysian nurses 
commented about the differences between Singaporeans and Malaysians.  
 
“[It is] the way we [Malaysians] were brought up and because the 
environment [in Malaysia] is different.......They are more [of the] spiritual 
kind. We have this influence [from the environment].” (A Malaysian 
Participant 12) 
 
One local (Singaporean) participant also lent support to the observations made by 
participants from other nationalities, “healthcare professionals in hospitals, like the 
Singaporeans, find spiritual care less important when caring for the patient...” 
(Participant 10) 
  
Participants reasoned that this could be attributed to one being not spiritually aware 
and, therefore, not able to appreciate the importance of spiritual care, let alone 
deliver it. They believed that spiritual awareness could be promoted if people took 
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time to reflect, to transcend and find meanings or connect with their god or 
supreme/higher beings.  
 
Some participants attributed this lack of spiritual awareness to their study and work 
environments which did not encourage them to reflect or immerse oneself “to 
contemplate and appreciate the surroundings, nature, life events and circumstances in 
order to make sense or connect to find meaning and purpose in our daily life 
experiences” (Participant 3).  
 
Other participants attributed spiritual indifference to the secularisation in today’s 
society. They claimed that this has undermined the religious teachings and spiritual 
beliefs inherent in one’s culture or race. They perceived that these have also 
influenced their attitudes toward the lecturers and patient care behaviours. 
 
 “In school, [the students don’t care whether] you are a lecturer or not, some 
students shout at them. They [the lecturers] are older than us. Just imagine 
someone shouting at your mother. This is something simple but they don’t 
realise it.” (Participant 1) 
 
“There are two kinds of nurses. One who just does the task and the other … 
who will reassure, tell the patients what they are going to do, .... [This is] 
something like spiritual care.” (Participant 8) 
 
5.4.1.2 Common spiritual understanding among patients and healthcare providers 
 Although participants recognised the importance of providing spiritual care 
according to patients’ spiritual perspectives, they expressed concerns about 
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providing spiritual care to patients whose spiritual beliefs differed from theirs. They 
added that they felt uncomfortable attending to patients if their spiritual and religious 
beliefs differed. They also considered it unethical to approach or provide patient 
spiritual care from their own spiritual perspective. Therefore, some commented that 
they would rather not venture into spiritual care especially if patients were from 
different religious backgrounds from theirs and/or they had conflicting spiritual 
beliefs and values. 
 
 “...[our] values may conflict, maybe slightly different, from what the person 
is receiving. I think is best that we focus on our duty as a nurse.” (Participant 
11) 
 
“I think we are not allowed to do that [sharing with patients about 
spirituality] and it is not a good thing to do. You can easily mislead the 
patient or that they might feel...because we are the caregiver, that in a way 
that we … [inappropriately exert some] kind of authority over them. I think 
we should not impose anything on them. …we shouldn’t do that.” 
(Participant 5) 
 
The majority of participants believed that they should continue to respect patients’ 
beliefs and practices despite this discordance. On one hand, some participants felt 
bound by the professional code of ethics to provide individualised and holistic care. 
And yet at the same time, this may mean a conflict of values which they needed to 




“We need to know what religion he or she believes in and their spiritual 
position (philosophical or ideological background). And we sort of moderate 
our position from there as the welfare of the patient comes first but 
sometimes that is why I feel that it is important to have a person who is able 
to connect with the patient with a similar religion so that they can ‘talk shop’ 
[or have more common ground] so to speak”. (Participant 15) 
 
Participants perceived a general lack of common understanding about spirituality and 
spiritual care among patients, family members, other healthcare professionals, and 
the public. 
 
“I think it is not only nurses who are unaware, but the patients themselves do 
not know exactly what they are seeking as well.” (Participant 16) 
 
“...the doctors think that we shouldn’t do it [referring to spiritual care], but 
maybe the nurse thinks it is good for the patient so she does it for the 
patient’s own good.” (Participant 12) 
 
Several participants stated that equal importance should be given to create spiritual 
awareness among patients and the public. 
  
 “If patients feel they have spiritual needs, they can approach us for spiritual 




“Generally, I think spiritual[ity] … is a part of people [and hence not 
something that we need to shy away from]. So, it could be, maybe, brought 
up more. I just simply see it as a part of caring.” (Participant 3)  
 
5.4.2 Systems factors 
System factors comprised physical and non-physical variables that could influence 
spiritual care-giving. Examples of physical variables included workplace resources, 
manpower, facilities, and education. Non-physical factors related to the 
psychological environment, such as peers, and the ward or organisational culture. 
The subthemes in this theme were (1) nursing education: inadequate content; (2) 
nursing education: content delivery; (3) lecturers’ influence; and (4) organisational 
factors. 
 
5.4.2.1 Nursing education: inadequate content 
All participants from the three educational institutions reported little education about 
spirituality in their programme. Even if spirituality was mentioned, participants 
reported that they could not remember it. It appeared that there was no direct focus 
on spiritual care nor was it emphasised. Participants commented that there was more 
focus on nursing knowledge and skills. Some suggested that spiritual education 
could be threaded across or embedded within the nursing curriculum. 
 
“They [lecturers, instructors] say that spirituality is important but never put it 
in the ‘priority’ diagnosis [principal diagnosis]. Usually, they put them as 
potential or secondary diagnosis. So, we really don’t know how to put in the 
interventions or plans. … [it is quite likely that this will be considered] not 
necessary to do [anything] immediately, not so important.” (Participant 4) 
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“The clinical instructors do not discuss why a patient may refuse treatment. 
They focus more on medical treatment but not on the patient’s psychosocial 
and spiritual issues.” (Participant 1) 
 
Participants also commented that there was also a lack of institutional guidelines or 
protocols on spiritual care which could provide them with guidance. According to 
participants, without procedure manuals, they felt lost and reliant on trial and error to 
guide them in spiritual care-giving. 
 
“There should be guidelines that we can follow. When it comes to spiritual 
care, it is trial and error, it’s all guesswork...” (Participant 16) 
 
“We are uncertain how to go about it [provision of spiritual care], the details 
of it, we do not know...” (Participant 15) 
5.4.2.2 Nursing education: content delivery 
Some participants thought that didactic teaching alone might not reinforce spiritual 
care-giving in students. One participant suggested that role-modelling “would help… 
to demonstrate and not just teach” (Participant 8). Some added that spirituality was 
something that could not really be taught; but something that one had to believe in 
first, in order to impart such care. 
  
 “Everyone could eventually [learn about spirituality], inculcate [spiritual 
qualities are repeatedly evident] as you teach, inculcate [spiritual qualities are 
repeatedly evident] as you care, you inculcate certain things [that are 




However, other participants emphasised that spiritual education was necessary. Not 
only in one module, but reinforced throughout the nursing education programme.  
 
5.4.2.3 Lecturer’s influence 
The strong biomedical influence that is apparent in nursing in Singapore has an 
indirect influence on curricula content, lecturers’ focus, and the manner in which 
nursing courses are delivered. Hence, it was not surprising that participants reported 
that lecturers did not place adequate emphasis on spiritual content. Spiritual care was 
regarded as having a very low priority and was dispensable. 
  
“They focus too much on nursing interventions, nursing diagnoses but not 
spiritual care. That is why the students take it [spiritual care] lightly. The 
lecturers should balance it occasionally”. (Participant 1) 
In the clinical setting, participants reported that the emphasis was again on acquiring 
skills competency. When there were case discussions, the focus was on medical care, 
nursing diagnosis, and interventions. One student remarked that when the “teachers 
are around, they will make you simply focus on what we have to do there and then” 
(Participant 10).  
 
Others reported that their teachers tried to inculcate some principles of spiritual care-
giving during the teaching of nursing skills, such as  encouraging students to be more 
patient, showing care, and respecting patients. But lecturers did not refer to these 
behaviours as part of spiritual care-giving. Furthermore, participants acknowledged 
the demands placed on lecturers to cover a great deal of content in a very 




“ During our attachment, we have our objectives to meet and expectations to 
meet. It may be a hindrance for us to provide spiritual care...” (Participant 9) 
 
5.4.2.4 Organisational factors: workload, time, leadership, and culture   
In this subtheme, participants reported many organisational issues impacting on their 
ability to provide spiritual care. The ward was perceived as so busy and hectic that 
they were required to help provide nursing care with little time to talk to patients and 
build rapport. Because of the fast-paced work environment, the participants found 
difficulty engaging and talking with patients. 
  
 “When we are in a more relaxed … setting, whereby the ward is less hectic 
and less busy, we have more time to talk to our patients, and by talking to the 
patients, we feel that we are providing a kind of spiritual support”. 
(Participant 6) 
 
The lack of time and the busy ward environment created a barrier to assessing 
patients’ spirituality and needs. 
 
 “Communication in the wards is so limited. To deliver spiritual care, I think 
you need a certain amount of communication and time to talk to the patient. 
Nurses are just rushing everywhere and [there is] not much time to talk to the 
patient, on a deeper level, at least.” (Participant 11) 
 
A heavy workload appeared to underpin most participants’ comments about the lack 
of spiritual care in practice. They attributed this to increasing patient acuity. 
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Participants perceived that nurses became so physically exhausted and drained that 
they did not have the energy to provide spiritual care.   
 
Additionally, other participants reported that the ward culture and leadership were 
important influencing factors to encourage spiritual care-giving behaviours. They 
highlighted that environmental factors, peer pressure, and societal norms were 
powerful and could potentially change, re-shape, and influence individuals’ 
perceptions and attitudes about spiritual care.   
 
 “I think the ward sister plays an important role. If they [the students] feel 
that there is such a culture in the ward, they will be more prone to provide 
spiritual care. What we see the ward sister doing will influence what we do” 
(Participant 6) 
 
5.4.3 Patient and public factors 
In this theme, “Patient and public factors” refers to the spiritual perspectives, 
spiritual awareness, health conditions, and support system of patients and people 
around them. In this theme, the patient’s family members were included as they were 
perceived to influence nurse’s spiritual care-giving. Therefore, findings relating to 
two subthemes will be explored: (1) patient-related factors; and (2) patients’ family 
spiritual care perspectives. 
 
5.4.3.1 Patient related factors 
Participants reported that patients’ hospital stays were becoming shorter. Patients 
were discharged before participants had the opportunity to get to know and 
understand their spiritual perspectives and needs. Compounding this problem further, 
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interactions with patients were often shortened because of the participants’ clinical 
practicum schedules. As a result, they experienced difficulty building rapport with 
patients and hindered their spiritual care-giving.  However, not all participants 
subscribed to this perspective. They felt it did not take much time to know their 
patients.  
“...some of my patients come and go very fast. But, I still understand what 
they are going through..,” (Participant 7) 
 
Sometimes, long-term patients were difficult to engage in spiritual care. One 
participant commented that sometimes patients took time to open up to the nurses 
because of previous negative experiences. She recalled one patient “who felt lonely 
and un-loved” and yearned for “maybe a touch, and time for talking, very simple 
things that would have made a huge difference for him” (Participant 8).  
 
Other participants reported that patients were hesitant to accept their spiritual care-
giving because they considered the participants too young to understand their 
spiritual perspectives.   
 
Participant 14: “I may appear … young to them … sometimes they ignore 
me.” (Participant 14) 
 
5.4.3.2 Patient’s family spiritual care perspectives 
The spiritual care perspectives of the patient’s family were raised.  Participants 
reported that even when there was no discordance, patients might not be receptive to 




“Having family members around them, they will feel the support, and know 
that there are people who are there for them...” (Participant 6) 
 
Additionally, there were some patients who were spiritually strong and thus did not 
need their support. However, participants expressed that they had yet to encounter 
any resistance or rejection from patients when they offered or provided spiritual care. 
Instead, they commented that the resistance was usually encountered from patients’ 
family members.  
 
 “… some patients allow you to deliver spiritual care to them but their 
relatives [are less open]. Sometimes, they crowd around and are reluctant to 
let you get close to the patients. They don’t like people to talk to the patients 
about religion and stuff like that.” (Participant 9) 
 
5.5 Summary 
Salient among the results of this study was participants’ spiritual perspectives which 
were shaped by their beliefs, worldview, environment, and life circumstances. 
Participants found it a challenge to define or describe them and this contributed to 
their lack of clarity about what spiritual care entailed. This issue was further 
compounded by their lack of spiritual knowledge and lack of spiritual care in 
practice. 
 
Participants found it relatively easy to articulate certain attributes that they perceived 
as important in spiritual care-giving. Spiritual awareness was seen to be important 
and enhanced spiritual care-giving. Although they were supportive of the nursing 
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role in spiritual care-giving, they felt inadequate to deliver it. There was an apparent 
lack of understanding about spirituality and spiritual care. Spiritual care was seen to 






Chapter 6: Discussion of Phase 1 Study Findings 
6.1 Introduction 
This chapter discusses the findings of in-depth interviews with student nurses about 
their perceptions of spirituality, spiritual care and factors influencing spiritual care-
giving in practice.  
 
6.2 Participants’ Characteristics, Spiritual Understanding, and Perceptions 
The study revealed how participants’ beliefs, worldviews, environment, and life 
circumstances shaped their perspectives and understanding about spirituality and 
spiritual care. The majority of participants suggested that spirituality was innate, 
universal and important. These are consistent with the views presented in other 
studies which describe spirituality as being the essence of our human being, and that 
it is complex in nature and defies common consensus in an agreed definition 
(Oldnall, 1996; McSherry & Draper, 1998; McSherry & Cash, 2004; Miner-
Williams, 2006; McSherry, 2007; Carr, 2008).  
 
An analysis of participants’ backgrounds showed that most were young adults, with 
an age range of 20 to 26 years.  However, an analysis of their perceptions and 
understanding showed a heightened sense of spiritual awareness. Their developed 
sense of spiritual awareness appeared to be contrary to the findings of previous 
studies that concluded that spirituality was usually associated with older age groups 
(Ahmadi, 2000; McFadden, 1999; Langer, 2000). A study by Baker and Nussbaum 
(1997), reported that spirituality was not constrained by age. The commonly held 
view of spirituality being associated with older people needs to be reviewed and 
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revised. Given that individuals can have a diversity of life experiences, it might be 
overly simplistic to expect a correlation between spirituality and age (Dalby, 2006).  
 
Participants reported that although spirituality was innate in everyone, an 
individual’s spirituality was perceived to be constantly developing and could be 
viewed as a process contingent upon many variables affecting each person’s life 
stage. The literature affirms the perspective that spirituality is innate in everyone, 
including children (Smith & McSherry, 2004; Heilferty, 2004; McSherry & Smith, 
2007). However, it is doubtful that nurses would consider the spiritual needs of 
children. There is a dearth of knowledge and experience in understanding children’s 
spiritual needs, the meaning of spirituality for them, and their expressions of spiritual 
awareness as compared with adults. Further, as the child develops, their spiritual 
development and maturity changes. There is a lack of appreciation to consider this 
changing need and aspect. Several authors have recommended that this innate aspect 
of spirituality needs to be further explored (Smith & McSherry, 2004; McSherry & 
Smith, 2007).  
 
In other nursing studies, age and gender were usually examined in relation to 
spirituality. Unlike some previous nursing studies, male participants in the current 
study were found to express the same level of spiritual awareness as female 
participants. This finding differs from most studies which tended to report a positive 
association between spirituality and the female gender (McSherry et al., 2008; 
Milligan, 2004; Vance, 2001) whereas males were reported to be less spiritual and 




Individual’s perspective about spirituality appeared to be influenced by their diverse 
societal, ethno-cultural, and religious backgrounds. This finding highlights the 
importance of identifying the particular philosophical or ideological positions that 
individuals adopt (Pesut et al., 2009; Pesut & Reimer-Kirkham, 2010).   
 
6.3 Perceptions of Spiritual Well-Being  
Participants provided many opinions about the importance of spirituality. They 
perceived human beings as having a quest to satisfy and “fill-up” their inner being, 
and that there is an inner need within human beings for love, hope, peace, meaning 
and purpose in life, forgiveness, and reconciliation (Burkhart & Hogan, 2009; Pesut, 
2009a; Carr, 2008; Adegbola, 2006; McEwen, 2005; Belcher & Griffiths, 2005). The 
quest for spiritual well-being is perceived to provide a force or energy that could 
help individuals make sense of their mortality, or answers profound and ultimate 
questions about the existence of their lives (Agrimson & Taft, 2008).  Rolheiser 
(2001 cited in Miner-Williams 2006) described this quest for spiritual well-being as:  
“at the deepest root, each of us aches for significance, meaning, uniqueness, 
immortality and to have in our lives a great love and great beauty. This ache is 
congenital, incurable, and obsessive. We are, as Plato said, “fired into life with this 
divine restlessness in us” (p.131). 
 
However, spiritual well-being from the students’ perspective appeared to be 
conceptually aligned with Maslow’s Hierarchy of Human Needs (Anandarajah, 
2008). A participant in this study used the metaphor, “food for the soul,” to describe 
spiritual needs. Food, together with air and shelter in Maslow’s framework, are 
typified as basic human needs. Therefore, the use of “food” to typify spiritual well-
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being implies that it is integral to individuals’ total well-being. Without it, 
individuals’ existence could be threatened. 
 
Applying a hierarchy of needs framework in clinical practice could help to determine 
individual’s spiritual needs and provide opportunities to discuss spiritual needs with 
patients, starting from the physical, then mental and spiritual perspectives 
(Anandarajah & Hight, 2001). It could be that participants recognised that when 
there is a threat to individual personhood such as being diagnosed with a chronic, 
disabling condition or terminal illness, it changes the way one relates to personal 
existence, beliefs, or way of life. Similar views were proposed in other studies 
(Puchalski, 2004; Adegbola, 2006; Agrimson & Taft, 2008). Participants asserted 
that though spirituality is innate and integral, it does not necessarily mean that people 
are constantly seeking or aware of it. Participants’ perception that some people will 
seek this or “step-up” their help seeking behaviours when they face a spiritual crisis 
was also consistent with the findings of other authors (e.g., Keighley, 1997).  
 
Some authors argued that in peace-time, some people “may be living with 
meaninglessness”; it could cause one to find life depressing (Swinton, 2001, cited in 
Stern & James, 2006, p. 903). The quest for spiritual well-being is perceived to 
provide a force or energy that helps individuals make sense of their mortality, or 
answers profound and ultimate questions about the existence of their lives 




6.4 Relationship between Nurses’ Spiritual Well-Being and Spiritual Care-
Giving 
Several studies have reported positive associations between spiritual well-being and 
other measures of quality of life in persons with serious physical illnesses (Koenig et 
al., 2004; Pulchaski, 2004; Burkhart & Hogan, 2009).  Participants maintained that 
the quest for, and caring for, spiritual well-being also applied to nurses. This finding 
is consistent with those of other nursing studies which suggested that attention to and 
nurturing of nurses’ spiritual well-being are important (Milligan, 2004; McEwen, 
2005; Fisher & Brumley, 2008). There is a deep need within us, the need to self-
discover and make sense of our existence (Agrimson & Taft, 2008; Miner-Williams, 
2006; Burkhart & Hogan, 2009). Participants suggested that nurses with higher 
levels of spiritual well-being and awareness were more likely to show favourable 
attitudes toward spiritual care and were more sensitive to patients’ spiritual needs 
which are also consistent with other studies (Carr, 2008; Chism & Magnan, 2009; 
Lundmark, 2006; Stranahan, 2001).  
 
Participants believed that when difficult times and circumstances were experienced, 
an individual’s spirit would not be depleted quickly. The notion of spirituality as a 
basis for individuals’ resilience was also supported in other studies (Miner-Williams, 
2006; Fisher & Brumley, 2008; Friedemann, Mouch, & Racey, 2002). As echoed by 
one participant, “if we ourselves neglect it [spirituality], it will not be holistic for the 
person to provide care for someone else” (Participant 3).    
 
This view is apparent in other studies which showed that in order to care for another 
person spiritually; one must be spiritually stable (Fisher & Brumley, 2008). 
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Furthermore, when a person’s spiritual well-being is not being tended, it is unlikely 
that they will provide spiritual care to patients. One cannot empathise if one has not 
experienced spiritual care-giving personally (Burkhart & Hogan, 2009). Many nurses 
participating in other studies have reported taking a stoic stance and not seeking help 
when they were not spiritually well (Lundmark, 2006; Milligan 2004; Vance, 2001).  
 
Participants believed that it was important for nurses to nourish and nurture their 
own spiritual well-being. “If some of the [nursing supervisors] actually made the 
effort to provide spiritual care to the nurses themselves in the first place, [nurses 
would] sense that culture in the ward, receive such care themselves, and would  be 
more inclined to provide spiritual care to their patients” (Participant 6). This 
sentiment is consistent with other studies that found an environment that supports or 
promotes the value of spirituality increases the likelihood of spiritual care-giving and 
practitioners’ spiritual development (Fisher & Brumley, 2008; Daaleman, Usher, 
Williams, Rawlings, & Hanson, 2008;  Carr, 2008; Newson, 2007; Belcher & 
Griffiths, 2005; Treolar, 2000). 
 
6.5 Spiritual Assessment as a Form of Spiritual Care 
What defines spirituality and spiritual well-being from patients’ and nurses’ 
perspectives are influenced by their understanding and conceptualisations of 
spirituality. Many studies reported that spiritual assessment is key or a pre-cursor to 
spiritual care (Hermann, 2001; 2007; McSherry & Ross, 2002; Narayansamy, 2004a; 
Hoffert et al., 2007; Anandarajah, 2008). As spirituality is innate and individualised, 
nurses need to assess the needs of the patient before they can plan spiritual care 
(McSherry & Ross, 2002; Hoffert et al., 2007). However, most may not have 
 125 
 
perceived spiritual assessment as a form of spiritual intervention itself. This is 
consistent with most nursing literature which promulgates that the first step to 
promoting individualised spiritual care is assessment (Narayanasamy, 2004a; 
McSherry & Ross, 2002).  Participants in the current study perceived spiritual 
assessment as a pre-cursor to spiritual care but not as a form of care itself. As 
described by one participant, spiritual assessment is the “first spiritual principle” 
(Participant 5).  
 
Spiritual assessment as a form of spiritual care is rarely mentioned in the literature.  
Spiritual assessment is different from, and not as easily conducted as a bio-psycho-
social assessment (Belcher & Griffiths, 2005; McEwen, 2005; McSherry & Ross, 
2002). It is not a task or activity that nurses can examine and conduct in a detached 
manner (Belcher & Griffiths, 2005; Carr, 2008; Bailey et al., 2009). Nurses need to 
listen and “connect with patients on some level, even if [they are] not from the same 
religious faith” (Pesut, 2002, p. 132). The process of using the presence of “being” to 
connect and engage patients in spiritual assessment goes beyond assessment to 
include spiritual care activities. This concept remains relatively unexplored within 
contemporary literature.  
 
6.6 Relationship Between Attributes and Spiritual Care-Giving 
Underpinning the discussions of spiritual assessment was the perceived importance 
of certain “carative” factors or attributes. A study investigating oncology physicians 
and nurses’ spiritual care-giving behaviours reported similar attributes. These 
included having an intention to be open, transparent, and sharing of self, personal 
beliefs, and experiences (Daaleman et al., 2008). In another study with pre-
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registration student nurses, it was noted that similar traits or qualities such as 
compassion, sensitivity, altruism, and caring were cited as pre-requisites for spiritual 
care-giving (Pesut, 2002). This was confirmed in the present study where the same 
qualities were reported by participants as being significant. This commonality could 
be related to students’ raison d’être for joining nursing — to be in a helping and 
caring profession (Pesut, 2002). 
 
Another quality which emerged in the present study was spiritual sensitivity and 
awareness. Previous studies identified that spiritual sensitivity was an important 
attribute that helped the nurse to overcome tension between personal and patients’ 
spiritual beliefs (Catanzaro & McMullen, 2001; Hegarty, 2007). This openness 
would enable nurses to respond to spiritual and religious pluralism responsibly 
(Pesut & Reimer-Kirkham, 2010).  
 
However, insights into participants’ accounts showed a concern that these attributes 
and values might have been undermined by modernism and the materialistic culture 
of today’s society. Further, the socio-economic and cultural environments were 
perceived as not encouraging them to reflect or immerse themselves “to contemplate 
and appreciate the surroundings, nature, life events, and circumstances etc. in order 
to make sense or connect to find meanings and purposes in our daily life 
experiences” (Participant 3). Some nursing authors and philosophers argue that our 
concern for individualism, technology and science have contributed to the demise of 




6.7 Relationship Between Diverse Spiritual Understandings and Spiritual  
Care-Giving 
Participants reported that spiritual understanding and perspectives enhanced their 
spiritual care. It was not surprising that participants expressed concern that 
differences in spiritual understanding existed among patients, their colleagues, and 
other healthcare professionals. Although participants’ accounts showed apparent 
support of the nurse’s role in spiritual care-giving, some reasoned that this could be 
better performed by religious counsellors, spiritual leaders, and experts. Other 
authors cautioned that nurses should recognise their limitations and comfort zone 
when engaging in spiritual care, as it could be beyond their skills (Pesut & Reimer-
Kirkham, 2010; Pesut, 2009; 2008b; Pesut & Thorne, 2007).  
 
Given that nurses are often at the patients’ bedside, they are likely to be approached 
for assistance by patients in times of spiritual need (Miner-Williams, 2006). 
Although participants reported that they were willing to provide spiritual care to 
patients, they expressed some concerns. One concern related to their perceived 
inability or relative inexperience in providing spiritual care and another related to the 
likelihood of being misconstrued as taking advantage of patients’ vulnerability to 
promulgate their spiritual or religious beliefs. This may, in turn, contribute to ethical 
dilemmas and conflicts for the nurse. Hence, some participants preferred to deliver 
religious forms of spiritual care, such as respecting patient’s religious beliefs and 
customs (e.g., food restrictions, placement of talisman on clothing and/or bedding) 
and providing a space or place for patients to observe their religious rites (e.g., 
prayer). They maintained that by performing this form of religious care, they stayed 
within the defined boundaries and not be perceived as compromising the nurse-
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patient relationship. This finding is consistent with those of other studies where 
nurses reported being more comfortable providing religious care within defined 
boundaries (Pesut, 2002; 2006). 
 
Another ethical dilemma noted was participants’ insecurity in reconciling their 
personal spirituality and spiritual beliefs with patients during their clinical 
encounters. Their insecurity could be related to inadequate spiritual education and/or 
spiritual maturity to resolve this discordance. They might feel that their faiths have 
supported them positively and wished the same for their patients (Pesut, 2002; 
Baldacchino, 2008; Lundmark, 2006).  Some authors urge nurses to have a deeper 
engagement with the various worldview understandings of spirituality (Reimer-
Kirkham et al., 2004; Pesut & Reimer-Kirkham, 2010). Deeper engagement may 
enable some nurses to understand how these perspectives influence their spirituality 
and be better prepared to assist patients negotiating the religious or spiritual meaning 
during their illness experiences (Pesut & Reimer-Kirkham, 2010).  
 
Ethical dilemmas do not apply only to the nurse-patient relationship. In one study, 
students’ reported that they were entitled to their own views on spirituality and that 
lecturers should not judge their perspective (McSherry et al., 2008). This concept 
was not mentioned by participants in the current study despite discussions about the 
dearth of spiritual education for nurses. 
 
In the investigation of spiritual care, the role of nurses in spiritual care-giving 
underpinned much of the present study findings. Examples of spiritual care cited by 
participants usually reflected good nursing care practices and suggested that these 
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caring activities imbued elements that were similar to those identified in the existing 
literature (e.g., in Miner-Williams, 2006; Carr, 2008; Bailey et al., 2009). Consistent 
with most other studies, such spiritual care might not be recognised by both the nurse 
and patient (McSherry, 2007; Taylor & Maimer, 2004).  
 
Participants acknowledged that they might not consider or label their care as 
“spiritual” because this concept was not meaningful to them. From their comments, 
caring spiritually appeared to arise from their altruistic values as evidenced by this 
participant’s comment, “When I see my patient is in [a] good mood or [high] spirits, 
other than it aids in treatment, it aids in recovery, it also affects me as a staff 
member. If my patient is in good spirits and happy, I will also be happy.  If [my] 
patient is depressed, it will be at the back of my mind and make me worried” 
(Participant 14).  As in other studies, nurses may not consider their daily nursing 
care as spiritual care (Miner-Williams, 2006; Carr, 2008). To the participants, 
nursing care, when performed well, may embody values and meanings like 
“inculcate that kind of faith or belief that the person will get well as you care, 
inculcate as you meet certain people’s needs” (Participant 3). This sentiment was 
similarly reported in other literature (Miner-Williams, 2006).  
 
One common thread apparent in other studies and in this study was the perspective 
that spiritual care was synonymous to, or as a form of, religious care (Daaleman et 
al., 2008; Hubbell et al, 2006; Strang, Strang, & Ternestedt, 2001; Kendrick & 
Robinson, 2000). Participants in the present study commented that the term 
‘spirituality” was frequently used by religious leaders and was associated with 
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religious teachings and beliefs. Therefore, the perception of spirituality being 
associated with religion was reinforced.  
 
Another possible reason for religious care being cited as a form of spiritual care 
could be related to the historical roots of nursing (McSherry, 2007; Narayanasamy & 
Owens, 2001; McSherry & Draper, 1998; Oldnall, 1996). Although study 
participants’ views did not reflect similar sentiment, they provided exemplars of 
spiritual care practices that were religious by nature. Therefore, the influence of 
religion on nurses’ perceptions of spiritual care and individuals’ responses to health 
and illness needs to be considered (Pesut et al., 2009). Furthermore, most studies 
have reported that a lack of spiritual education, among other factors, could reinforce 
this misconception. Participants in the present study commented that given the 
demands placed on nurses and the increasing complexity of care being offered, 
nurses may not be the most appropriate person to offer spiritual care. Some 
participants reflected that perhaps this care should be offered by other professionals 
such as social workers or religious leaders. Likewise, some participating students in 
other studies also perceived that patients’ spiritual needs might be best met through 
referral to other available expert resources (Wallace et al., 2008; McSherry et al., 
2008).  
 
6.8 Relationship between Spiritual Education and Care-Giving 
Despite global recognition of the role of nurses in spiritual care-giving and the 
development and endorsement of guidelines and legislated practices (Chan, 2009; 
Gordon & Mitchell, 2004), there continues to be a lack of emphasis given to this 
domain of practice in nursing education.  Participants in the present study did not 
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feel adequately prepared to offer spiritual care, there was confusion about what 
constituted spiritual care, and few examples of spiritual care observed during the 
clinical practicum. Some authors, such as Pesut and Reimer-Kirkham (2010) 
cautioned that nurses should recognise their limitations when engaging in spiritual 
care, as it could be beyond their depth.  Similarly, one participant in the present 
study commented, “I wouldn’t say that it is ignorance on our part, I would see it as 
that we are unsure of what exactly encompasses spirituality and [spiritual] care” 
(Participant 16).  
 
This could also have caused nurses to confuse the provision of psychosocial care 
with that of spiritual care. Further, the former is a much easier option to understand 
than spiritual care and spiritual needs.  This appears to be the case in one study 
where nurses reported difficulty in differentiating spiritual from psychosocial and 
religious care (Tuck, Pullen, & Wallace, 2001). Accordingly, this confusion and lack 
of clarity might be the premise why nurses may not attempt to provide spiritual care 
but refer patients to perceived experts in this area  
 
Although some nursing authors purported the importance of “presence or being 
with” the patients instead of “doing” (Bailey et al., 2009; Daaleman et al., 2008; 
Miner-Williams, 2006), participants in the present study expressed an inclination 
towards doing things and caring for patients. Again, a lack of spiritual education was 
reported as one of the reasons by the study participants for their lack of engagement 
in spiritual care. This is consistent with most studies which found that nurses tend to 
concentrate on the physical needs of the patient because they were unsure what 
spiritual care entailed (Milligan, 2004; McEwan, 2004). Further, a previous study 
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reported that nurses are more comfortable providing physical nursing care rather 
than spiritual care as the latter appears to be more elusive, subjective, and abstract 
(Miner-Williams, 2006).  
 
The perspective that spirituality is complex and multidimensional in nature was 
apparent both in this study as well as in the literature and could be one of the many 
reasons why nurses prefer not to engage in spiritual care (Lundmark, 2006; Wallace 
et al., 2008; Hubbell et al., 2006). According to Pesut et al., (2009), spiritual care is 
multi-tiered and complex and may not be as simple as one may think. Participants in 
this study articulated similar concerns as reflected in one participant’s comment, 
“This [spiritual care] is one step higher and one step more than normal nursing care 
to care for [patients’] spiritual needs …. I am not … [at] that level [of competency of 
nursing care] yet, I will not … venture into it. I think [clinical] experience counts a 
bit in terms of caring for his or her spiritual needs. You must have a little bit of 
[clinical] experience to deliver [spiritual care] correctly” (Participant 11). 
  
Participants’ views about incorporating spiritual education in nursing education were 
mixed. Some maintained that spirituality was something that cannot be taught in a 
formal didactic sense as it was fundamentally experiential. This view was supported 
by other authors who argued that spiritual care could be learnt through role-
modelling, reflecting on caring, and life experiences (Taylor et al., 2008; Hood, 
Olson, & Allen, 2007; Chan et al., 2006; Rankin & DeLashmutt, 2006).  
 
However, there are some who believed that spiritual education should be integrated 
throughout the nursing curriculum. Their view was also strongly supported in most 
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nursing literature which cautioned that if the nursing faculty does not make a 
conscious effort and be explicit about the existence and importance of spirituality 
and spiritual care, neither will the practitioners who are directly involved in the care 
of the patients (Oldnall, 1996; Naryanasamy, 2006; Pesut, 2008a).  
 
In view of these considerations, it could be surmised that participants perceived the 
faculty’s tension that exists between fulfilling academic expectations and meeting 
other competing demands such as imparting knowledge, skills, and attitudes toward 
spirituality and spiritual care. This was sensed from their implicit comments, for 
example, “Maybe they [lecturers] need to bring up [spiritual education] as they are 
not … [explicitly discussing] how to make nurses have this kind [of spiritual care 
knowledge and skills]… [as] part of the [patient] care [studies]” (Participant 2). 
However, the perceived tension of faculty in fulfilling academic demands and 
imparting spiritual education was not fully explored in the current study; and may 
need further investigation in the future.  
 
6.9 Perceived Barriers to Spiritual Care-Giving 
Findings from this study identified students’ perceptions of barriers to spiritual care. 
Establishing rapport and building a trusting relationship was seen as critical in 
spiritual care-giving but could only happen if the nurse was given time to assess 
patient’s inner thoughts and feelings. Devoting time to such care is a basic 
manpower challenge (Belcher & Griffiths, 2005; McEwen, 2005; McEwan, 2004).  
As aptly articulated by one participant, “As a nurse, we can do that much [referring 
to spiritual care] for the patient. But to do that in a more effective manner, I think a 
nurse, who has to do her other nursing jobs, may not have enough time or be the 
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most appropriate person to do so” (Participant 15). Further, short hospital stays 
coupled with the increasing complexity of patients’ medical conditions pose 
significant challenges for nurses in the provision of effective spiritual care (McEwen, 
2005; Belcher & Griffiths, 2005).  
 
Participants were also challenged by patients’ views of spirituality and spiritual care.  
It is possible that patients might not recognise or identify spiritual care when it is 
delivered (McSherry, 2007; Lang et al., 2006; McSherry et al., 2004; Miner-
Williams, 2006). Furthermore, participants in the present study reported that patients 
might have differing spirituality and spiritual care perspectives from theirs.  
 
One participant in the present study emphasised that as nurses, we “shouldn’t push it 
[spiritual care] down his [sic] throat. There must be an understanding [of mutual 
respect] between the nurse and the patient” (Participant 11). This sentiment has been 
echoed by other nursing authors and philosophers who cautioned that some 
individuals have a very high level of spiritual understanding and spiritual care is not 
required. Furthermore, nurses offering spiritual care may risk being perceived as 
violating human rights by enacting spiritual care to patients without considering their 
diversity of beliefs and needs (Pesut et al., 2009; McSherry et al., 2008).  
 
In this current study, student reported that there were some patients and family 
members did not want or expect nurses to provide spiritual care which is consistent 
with the findings of other studies (e.g., Taylor & Mamier, 2004). Participants in the 
current study also recognised that there may be inter-generational differences or 
patients may perceive nurses’ lack of experience in spirituality as a barrier to 
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spiritual care. One participant commented, “I may appear … young to them and 
sometimes they ignore me,” (Participant 14).   
 
Many studies have reported the importance of establishing policies and guidelines 
with the intent of raising awareness about spirituality and the provision of spiritual 
care guidance. However, this was perceived as lacking by participants in the present 
study. Similarly, it was reported in other nursing studies that although guidelines 
advise what nurses should do in relation to spiritual care, they usually fall short of 
real guidance (McSherry, 2007). McSherry (2007) further asserted that such 
guidelines are often based on the assumption that nurses have the required 
knowledge and skill sets to competently deliver spiritual care; and that both patients 
and nurses are aware and have a similar understanding of spirituality.  
 
6.10 Phase 1 Study Limitations 
The findings of this small qualitative study need to be considered in light of several 
limitations. Firstly, the participants were recruited from one group of final-year 
nursing students across three educational institutions. As such, information from 
other year levels of students was not obtained. Further, as this was a convenience 
sample, participants who volunteered in this study may have a vested interest in this 
subject. Their views may have differed from other students who did not volunteer to 
be interviewed. 
 
As the data collection involved face-to-face interviews, participants may have felt 
obliged to respond to the researcher’s questions in a way that they thought was 
socially acceptable. It is also possible that some participants may have felt 
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intimidated by the researcher who held the position as a part-time faculty lecturer in 
one of the participating institutions and was also a senior nursing officer in the 
country. These circumstances may have also influenced participants’ responses in 
ways that hindered open and frank discussion of issues with the researcher. It could 
be that under different circumstances, student participants may have been more 
critical of the education system or clinical practices during the interviews. 
 
It is also possible that participants may have been concerned that the information 
they gave would be made known to their lecturers or educational institutions and 
such disclosure might lead to them being subsequently penalised.  As far as possible, 
the researcher aimed to allay possible concerns and encourage open discussion of 
issues by reassuring participants that code numbers were used to assure 
confidentiality and anonymity, including restricted access to research data. But these 
possibilities still need to be considered as influencing the findings.    
 
6.11 Conclusion  
Despite possible limitations, there were some significant findings from the Phase 1 
study which could add to our understanding of spirituality, spiritual care, and 
influencing factors in practice. The study found that age and gender were not 
perceived by participants to be determining factors associated with spiritual 
awareness. Constructs related to the concept of spirituality were identified as: (1) 
being human; (2) quest to find meaning and purpose in life; and (3) attaining a 
peaceful state of well-being through transcending and connecting with the external 
environment. Spirituality was viewed as innate and an important aspect of being. 
Additionally, an individual’s spirituality was perceived as constantly evolving, a 
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developmental process that continues across an individual’s lifespan. One does not 
become “more” spiritual with age but rather different insights are gained. 
 
Spiritual well-being was regarded as an important aspect of one’s health and total 
well-being. Consequently, participants identified that assessing patient’s spiritual 
needs was a key precursor to spiritual care. Participants identified certain attributes 
as important pre-requisites for spiritual care. Additionally, these attributes could be 
considered as elements of spiritual care as they could help the nurse to address what 
were “needed inside” by patients. However, the perspective of viewing spiritual 
assessment as a form of spiritual care intervention in itself was not recognised by 
participants and this finding may warrant further investigation.  
 
Study participants identified that nourishing and nurturing student nurses’ spiritual 
well-being was important because a depleted spirit would limit their ability to attend 
to another person spiritually. However, these alone would not suffice to nourish and 
develop their spiritual care-giving behaviours in clinical practice. Factors that could 
positively influence the provision of spiritual care included: (1) a common 
understanding of spirituality and spiritual care, (2) spiritual education, (3) role-
modelling of spiritual care from clinical and academic lecturers, (4) teamwork and 
(5) a caring culture in the clinical environment. Findings regarding barriers to 
spiritual care were also cited and shed valuable insight about the challenges nursing 
students face to provide spiritual care in practice. Examples of barriers were (1) 
limited time with patients due to short hospital stays coupled with increasing 
workload due to complexity of patients’ conditions, (2) inadequate policies or 
guidelines about spirituality and spiritual care, and (3) ethical concerns such as 
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possibly violating the individual’s unique understanding of spirituality and spiritual 
care needs.  
 
The findings that faculty may experience tension between fulfilling academic 
expectations and meeting other competing demands such as imparting knowledge, 
skills, and attitudes on spirituality and spiritual care has not been explored in this or 
other studies too. The emergent themes and findings in this study served to generate 
items for a tool to be used in Phase 2 and also used to explain and/or support the 
findings of the Phase 2 study. 
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Chapter 7: Phase 2 Study 
 
7.1 Introduction 
Although the review of the literature identified tools on spirituality and spiritual care, 
most measured only one component such as spirituality or spiritual care. There was 
no one complete tool that encompassed measurements of nurses’ perceptions about 
spirituality, spiritual care, and factors influencing the integration of spiritual care in 
practice. Furthermore, some scales had not been rigorously tested for validity and 
reliability. In order to address this gap, a further study was conducted. 
 
This chapter outlines the method used in Phase 2, which included (1) development of 
a tool; (2) testing the tool in a pilot study; and (3) conducting a survey of final year 
pre-registration nursing students about their perceptions of spirituality, spiritual care, 
and factors influencing spiritual care-giving in practice. 
 
7.2 Research Design 
Tool development involved generating a pool of items for the questionnaire. Item 
generation was informed by (1) findings of in-depth interviews with 16 participants 
in Phase 1, (2) critical review of the literature and (3) a review of items from existing 
scales that measure spirituality and spiritual care. The new scale was piloted, refined 
and then tested in a survey with final-year nursing students.  
 
7.3 Setting  
The pilot study was conducted in one institution with a convenience sample of Year 
2 nursing students.  
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The main study was conducted in two public polytechnics, known as Site A and B 
respectively, which offer an accredited pre-registration diploma programme and a 
local university that offers an accredited pre-registration bachelor degree programme 
in nursing. The two different nursing programmes are labelled as “programmes” 
when reporting and evaluating the results. 
 
7.4 Sampling 
In both the pilot and main study, convenience sampling was used to recruit 
participants. Permission was obtained from the three sites to recruit students at the 
end of their lectures. After explaining the purpose of the study and how the 
participants could contribute, the questionnaires were then distributed. The forms did 
not ask for students’ personal details such as name and identification numbers. They 
were informed to complete and return the survey after one week. The students were 
asked to put the forms in a locked box located in their school office which were 
accessed by the researcher only. There were no exclusion criteria.  
 
7.5 Tool Development  
In order to establish content validity, a two-stage process was undertaken which 
involved development and judgment-quantification (Grant & Davis, 1996).  
 
The tool development process involved the generation of items derived from key 
concepts identified from the literature review. The Phase 1 data generated themes 
with various categories. An initial list of 118-items was developed that consisted of 
factors with different elements (see Appendix 7). These factors were aligned with the 
elements of the conceptual framework. Care was taken to ensure that each item was 
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worded carefully and measured a specific element within a specific category. For 
example, items such as “I do not believe in spiritual care” and “Spiritual care is not a 
nurse’s responsibility,” might relate to the category, “attitudes,” but they measure 
different elements. 
 
In the second stage of development, judgment-quantification was undertaken and 
involved a panel of experts evaluating questionnaire items. The soundness of this 
process depends largely on the recruitment and selection of content experts 
(DeVellis, 2003). In the current study, the six content experts were chosen because 
of their (1) years of clinical experience, (2) professional qualifications, (3) clinical 
expertise in their areas of specialty, and (4) ethno-cultural and religious diversity to 
represent the diverse worldviews of nursing students in Singapore. The number of 
content experts necessary for content validity is not stipulated but a minimum of 
three is recommended (Grant & Davis, 1996).  
 
Items were evaluated individually, and as a set, by the experts. Items were also 
assessed for clarity. Ambiguous and/or complex phrases were either removed or 
rephrased. To estimate content validity, the items were categorized under the 
respective themes and presented to the expert panel. Members of the expert panel 
were briefed on the purpose of the study and provided with instructions. A Content 
Validity Index (CVI) was used by each member of the panel to assess validity of 
items.  The Panel Review Form is presented in Appendix 8. Participation in the 




7.5.1 Content Validity Results 
The content validity index (CVI) ratings completed by panel members was based on 
a 4-point scale: (1) = not relevant/representative; (2) = needs major revision to be 
representative; (3) = needs minor revision to be representative; (4) = relevant/ 
representative. The CVI was calculated by the percentage of total items rated by 
experts as either 3 or 4; a CVI above 0.8 was considered to be valid (Polit & 
Hungler, 1999).  
 
The CVI analysis revealed that out of 118 items, 65 items achieved CVI above 0.8. 
Three items which were considered ambiguous were rephrased and included in the 
final scale after consultations with expert members. The item-level CVIs for the tool 
ranged from 0.83 to 1.00 and the scale level CVI was 0.90, indicating universal 
agreement (see Table 7.1).  
 
7.5.2 Face Validity Results 
The items were assessed concurrently by the six content experts in regards to the 
clarity and readability of each item. Most reported that the questions were easy to 
read and sufficiently clear except for several questions which were rephrased with 
their assistance. For example, two words in the item, “Spiritual care is an integral 
component of holistic care” were changed to “important part” for better clarity and 
ease of understanding. 
 
Those items scoring below 0.80 on the CVI were removed from the questionnaire. 
Sixty-eight items were retained. Following the recommendations of the panel, 
revised items were reassessed by the research team (PhD student and two 
supervisors) for clarity and ambiguity to enhance face validity.  
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Table 7.1: Content Validity Index 
 
Item Content Experts   
  
1 2 3 4 5 6 Average Score 
1 1 1 1 1 1 1 1 
2 1 1 1 1 1 1 1 
3 1 1 1 1 1 1 1 
4 1 1 1 1 1 1 1 
5 1 1 1 1 1 1 1 
6 1 1 1 1 1 1 1 
7 1 1 1 1 1 1 1 
8 1 1 1 1 1 1 1 
9 1 1 1 1 1 1 1 
10 1 1 1 1 1 1 1 
11 1 1 1 1 1 1 1 
12 1 1 1 1 1 1 1 
13 1 1 1 1 1 1 1 
14 1 1 1 1 1 1 1 
15 1 1 1 1 1 1 1 
16 1 1 1 1 1 1 1 
17 1 1 1 1 1 1 1 
18 1 1 1 1 1 1 1 
19 1 1 1 1 1 1 1 
20 1 1 1 1 1 1 1 
21 1 1 1 1 1 1 1 
22 1 1 1 1 1 1 1 
23 1 1 1 1 1 1 1 
24 1 1 1 1 1 1 1 
25 1 1 1 1 1 1 1 
26 1 0 1 1 1 1 0.8 
27 1 0 1 1 1 1 0.8 
28 1 0 1 1 1 1 0.8 
29 1 0 1 1 1 1 0.8 
30 1 0 1 1 1 1 0.8 
31 1 0 1 1 1 1 0.8 
32 1 0 1 1 1 1 0.8 
33 1 0 1 1 1 1 0.8 
34 1 1 0 1 1 1 0.8 
35 1 0 1 1 1 1 0.8 
36 1 1 0 1 1 1 0.8 
37 1 1 1 0 1 1 0.8 
38 1 0 1 1 1 1 0.8 
39 1 0 1 1 1 1 0.8 
40 1 0 1 1 1 1 0.8 
41 1 0 1 1 1 1 0.8 
42 1 0 1 1 1 1 0.8 
43 0 1 1 1 1 1 0.8 
44 1 0 1 1 1 1 0.8 
45 1 0 1 1 1 1 0.8 
46 1 0 1 1 1 1 0.8 
47 1 0 1 1 1 1 0.8 
48 1 0 1 1 1 1 0.8 
49 1 0 1 1 1 1 0.8 
50 1 1 1 0 1 1 0.8 
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Item Content Experts   
51 1 0 1 1 1 1 0.8 
52 1 0 1 1 1 1 0.8 
53 1 1 1 1 1 1 1 
54 1 1 1 0 1 1 0.8 
55 1 0 1 1 1 1 0.8 
56 1 0 1 1 1 1 0.8 
57 1 1 1 1 0 1 0.8 
58 1 0 1 1 1 1 0.8 
59 1 1 1 0 1 1 0.8 
60 1 0 1 1 1 1 0.8 
61 1 0 1 1 1 1 0.8 
62 1 1 1 1 0 1 0.8 
63 1 0 1 1 1 1 0.8 
64 1 1 0 1 1 1 0.8 
65 1 1 1 0 1 1 0.8 
66 1 1 1 1 1 1 1 
67 1 1 1 0 1 1 0.8 
68 1 1 1 0 1 1 0.8 
CVI 0.9 
 
In the final format of the questionnaire some items were phrased negatively and 
some positively within the instrument to avoid acquiescence, affirmation, or 
agreement bias, (Abramson & Abramson, 2008; DeVellis, 2003). The tool was 
named as Spiritual Care-Giving Scale (SCGS) (see Appendix 9). 
 
7.6 Pilot Study 
7.6.1 Setting 
A pilot study was conducted to test the SCGS (see Appendix 9) before it was used in 
the main study. The pilot study was conducted with Year 2 nursing students 
recruited from Site A in April 2010.  
 
7.6.2 Sample 
A convenience sample of Year 2 nursing students (n = 110) was considered to be 
representative of the pre-defined study population as it was a subset of the larger 
nursing student population but slightly different in terms of years of nursing 
education.  The aims of the pilot were (1) to identify those items which were 
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problematic for respondents to understand, and (2) examine internal consistency of 
the scale. 
 
7.6.3 Ethical Considerations 
Prior to the conduct of pilot study, the Institutional Review Board’s approval and 
permission was obtained from Site A to approach and recruit the students at the end 
of one of their lectures (see Appendix 2 and 3). Prior to recruitment, the purpose of 
the study and procedures were explained. Participants were informed of their right 
not to participate and to withdraw at any time without prejudice and that non-
participation would not affect their grade or results in their studies, or their rights and 
benefits as a student in their educational institution in any way. Instructions on 
completing the questionnaire together with the Participant Information Sheet 
(Appendix 10) were given. Participants were asked to submit the completed 
questionnaire into a locked box located in their school administration office.  
 
As the study was deemed not to cause any harm to the participants and return of 
questionnaire would imply consent, exempt status for written consent was obtained. 
To ensure confidentiality, no identifying details were obtained from participants. 
During the briefing, time was given for participants to ask questions about the study.  
 
7.6.4 Instrument 
The SCGS uses a 6-point Likert scale with responses ranging from one (strongly 
disagree) to six (strongly agree). A six-point response option precludes equivocation 
(DeVellis, 2003). It was envisaged that given the nature of the topic, some 
participants may select a neutral response. Their views about the latent factors 
underpinning the tool were important and so a forced choice was selected.  
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Background data were obtained from all participants by requesting their 
demographic details which were in a separate sheet of the SCGS tool (see Appendix 
10). Information was collected on participants’ age, race, nationality, marital status, 
and religion. Four categories of race included: Chinese, Malay, Indian, and Other. 
Nationality was categorized into Singaporean, Malaysian, People’s Republic of 
China, Myanmar, and Other. Religion was categorized into five main types: 
Christianity, Muslim, Buddhism, Hindu, and Other.  
 
One week later, a retest was conducted. Seventy-five (n = 75) participants from the 
same sample completed the SCGS.  
 
7.6.5 Pilot Study Results 
7.6.5.1 Test-Retest Reliability 
Test-retest reliability was conducted for the pilot survey. This helped to assess 
instrument stability (Selby-Harrington Jutsum, Riportella-Muller, & Quade, 1994), 
one of the three specific types of reliability. A 2-tailed t-test showed a significant 
correlation of r=0.811 (p < 0.01). 
 
7.6.5.2 Internal Consistency 
Items within the scale were tested for internal consistency. The overall score and 
internal consistency of the SCGS was good, as indicated by Cronbach’s α=0.940, 
when all items were included. Although there is no hard and fast rule about the 
criterion for level of correlation, a general rule of thumb is, items that correlate 
below 0.30 were considered not sufficiently related and therefore do not contribute 
to the measurement of the core factor. Items that correlate above 0.70 are considered 
redundant as the item would have constituted a large part of the total and is, 
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therefore, probably unnecessary (Ferketich, 1991). Scores of 28 items with item-total 
correlations below 0.30 or above 0.70 were removed from the overall scale. The 
alpha coefficient for the overall SCGS scale was increased from 0.940 to 0.943. The 
corrected Item-Total Correlations among the remaining 40 items were between  
0.315 and 0.721 (see Table 7.2).   
 
The data were assessed using a determinant of correlation matrix which is a measure 
to establish the suitability of the identity matrix. In the pilot study, the determinant 
was 1.20E-0.12 which was larger than 0.0001 required. According to Kinnear and 
Gray (1994), this implies that the matrix can be assumed not to suffer from 
multicollinearity or singularity. Bartlett’s Test of Sphericity, which is used to test 
whether a correlation matrix is an identity matrix, reported a score of  
χ2=2602.988, p<0.0001 indicating that it was not.  
 
The closer the Kaiser-Meyer-Olkin (KMO) is to 1, it is an indicator that the set of 
variables is more suitable for factor analysis even though the sample size did not 
meet the recommended DeVellis’s guideline of 5 to 10 samples per item (DeVellis, 
2003). The overall value of the KMO for this data set was 0.829. 
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Table 7.2: Item-Total Statistics for Pilot Study 
 
Item-Total Statistics for 40 Questions (Pilot Study) 
  Scale Mean if 
Item Deleted 
Scale Variance 






alpha if Item 
Deleted 
Q1 175.67 602.742 0.500 0.438 0.958 
Q2 175.47 598.357 0.678 0.685 0.957 
Q3 175.57 601.127 0.638 0.618 0.957 
Q4 175.57 603.348 0.606 0.592 0.957 
Q5 175.48 600.583 0.673 0.673 0.957 
Q6 175.80 602.032 0.550 0.455 0.958 
Q7 175.57 596.987 0.684 0.607 0.957 
Q8 175.60 597.281 0.668 0.592 0.957 
Q9 176.34 591.253 0.571 0.488 0.958 
Q10 176.04 597.904 0.563 0.441 0.958 
Q11 175.68 595.473 0.713 0.596 0.957 
Q12 176.14 593.452 0.585 0.470 0.958 
Q13 176.09 598.911 0.584 0.474 0.957 
Q14 175.56 596.741 0.715 0.602 0.957 
Q15 175.58 602.666 0.565 0.534 0.958 
Q16 175.59 601.530 0.675 0.583 0.957 
Q17 175.95 597.921 0.629 0.525 0.957 
Q18 175.53 600.674 0.629 0.644 0.957 
Q19 175.57 598.807 0.680 0.645 0.957 
Q20 176.07 602.203 0.508 0.404 0.958 
Q21 175.77 600.746 0.633 0.535 0.957 
Q22 175.80 600.432 0.656 0.578 0.957 
Q23 176.15 608.413 0.374 0.350 0.959 
Q24 176.12 602.153 0.541 0.428 0.958 
Q26 175.60 606.716 0.589 0.515 0.957 
Q27 175.63 604.060 0.620 0.535 0.957 
Q28 175.71 600.936 0.596 0.564 0.957 
Q29 175.68 601.704 0.614 0.567 0.957 
Q31 176.22 598.104 0.590 0.622 0.957 
Q32 176.04 595.966 0.667 0.685 0.957 
Q33 175.77 601.350 0.612 0.515 0.957 
Q34 175.99 606.740 0.414 0.368 0.958 
Q35 175.70 597.407 0.691 0.601 0.957 
Q36 175.63 600.081 0.653 0.635 0.957 
Q37 175.58 597.301 0.721 0.691 0.957 
Q38 175.67 599.220 0.674 0.586 0.957 
Q39 175.57 596.850 0.701 0.600 0.957 
Q40 175.90 600.701 0.553 0.448 0.958 
Q25.1 175.71 602.236 0.404 0.464 0.958 
Q30.1 176.12 609.697 0.315 0.373 0.959 
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7.6.5.3 Factor Analysis 
Factor analysis (FA) was attempted in the pilot. However, the sample size was small 
and may affect the outcome of the FA, making the solution unstable (DeVellis, 
2003). Therefore, the factoring procedure was abandoned. Thus all 40-items were 
retained for further psychometric testing evaluation in the main study.  
 
7.7 The Main Study 
The aims of the main survey were to (1) test the validity and reliability of 
questionnaire; (2) evaluate the construct validity of the developed questionnaire 
using exploratory factor analysis; (3) test for concurrent validity with two 
theoretically relevant instruments; and (4) examine participants’ responses to 
spirituality, spiritual care, and factors influencing its practice. 
 
7.7.1 Setting 
The main survey was conducted at two polytechnic colleges, Site A and Site B and 
the only local university (Site C) which offers a direct-entry degree programme 
leading to nursing registration.  
 
7.7.2 Sample  
A convenience sample of final year nursing students was used and 745 students were 
recruited in August 2010. This sample size was adequate for exploratory factor 
analysis according to DeVellis’s guideline of 5 to 10 participants per item (DeVellis, 
2003).  However, to ensure the study sample size met the minimum 
requirements to address Type I and II errors, a 5% margin of error was 
decided, with alpha level (α) at 0.05 (Cochran, 1977).  Based on this power 
 150 
 
analysis, the sample size needed would be 291. However, 745 participants 
participated in the survey which reduced the margin error to 2.2%. 
 
7.7.3 Measures 
The survey consisted of a demographic information form, the SCGS as well as two 
other related measures — Student Survey of Spiritual Care (SSSC) (Meyer, 2003) 
and Spirituality and Spiritual Care Rating Scale (SSCRS) (McSherry et al., 2002). 
See Appendix 11. Permission was obtained from the authors to use their tools, i.e. 
SSSC and SSCRS (see Appendix 12).  
 
The SCGS is a 40-item instrument which was tested in the pilot study and 
considered to be valid and highly reliable with a Cronbach’s alpha of 0.943. 
Preliminary factoring procedures of the instrument showed 10 significantly-loaded 
factors but exploratory factor analysis was not conducted. The SCGS uses a 6-point 
Likert scale with responses ranging from one (strongly disagree) to six (strongly 
agree).   
 
The Spirituality and Spiritual Care Rating scale (SSCRS) has 17-items (McSherry et 
al., 2002). The SSCRS was designed specifically to explore individual nurses’ 
beliefs and values and has four factors: (1) Spirituality; (2) Spiritual Care; (3) 
Religiosity; and (4) Personalised Care. The 17-item scale uses a five-point Likert 
Scale response option. This instrument demonstrated modest internal consistency 




The Student Survey of Spiritual Care (SSSC) is a 10-item scale which measures 
nursing students’ perceived ability to provide spiritual care (Meyer, 2003). The 
SSSC addresses three different components of students’ perceptions about spiritual 
care: (1) attitudes about spiritual care, (2) knowledge and ability to provide spiritual 
care and (3) barriers to provide spiritual care. The 10-item scale uses a 6-point Likert 
rating response ranging from one (strongly disagree) to six (strongly agree). 
Reliability testing revealed α of 0.84. No further reliability and validity testing were 
reported by the author.  
 
7.7.4 Study Procedure  
In August 2010, prior approval was obtained from the three educational institutions 
to approach and recruit students at the end of their classes. The purpose of the study 
and procedures were explained. Participants were informed of their right not to 
participate and to withdraw at any time without prejudice and that nonparticipation 
would not affect their grade or results in their studies, or their rights and benefits as a 
student in their educational institution in any way. Instructions on completing the 
questionnaire together with the Participant Information Sheet (Appendix 13) were 
given. Participants were asked to submit the completed survey form into a locked 
box located in their school administration office. To ensure confidentiality, no 
identifying details were obtained from participants. During the briefing, time was 
given for participants to ask questions about the study.  
 
7.8 Ethical Considerations 
Ethical approval was obtained from the Institutional Review Board (IRB) of the 
National University of Singapore and permission to conduct the research was 
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approved by the three educational institutions (see Appendix 2, 3, 4). As the study 
was deemed not to cause any harm to the participants and return of questionnaire 
would imply consent, exempt status for written consent form was obtained. 
 
7.9 Approach to Analysis 
Data were analyzed using the Statistical Package for the Social Sciences (SPSS) 17.0 
(2009) personal computer version.  
 
Data were reviewed for completeness and entered into the database. A variety of 
statistical methods were employed in reviewing the data set. Instrument reliability 
was evaluated using the following analyses: (a) an inter-item correlation matrix; (b) 
corrected average inter-item correlation coefficient; (c) corrected item-total 
correlation; and (d) Cronbach’s alpha if an item was deleted. Items that had a 
corrected item-total correlation <0.30 and whose deletion caused an increase of 0.5 
or more in the alpha coefficient for the overall scale were dropped.  
 
The homogeneity of each factor was measured with Cronbach’s alpha coefficients. 
To determine whether constituent items measured the same domain, the lowest value 
for Cronbach’s alpha was chosen-  0.80 (DeVellis, 2003). 
 
After a series of reliability tests, the refined SCGS was then subjected to a principal 
components analysis (PCA) with Varimax Rotation. Prior to conducting the principal 
components analysis, an inspection of the correlation matrix (item-totals coefficients 
>0.30) of the SCGS was performed to assess the feasibility of factor analysis 
(Stevens, 2002). Principal component analysis was also carried out in conjunction 
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with Kaiser Normalisation. The reasons for using this test were to evaluate the 
adequacy of sample and determine the identity matrix. Bartlett’s test of sphericity at 
p<0.05 and Kaiser-Meyer-Olkin (KMO) for the measurement of sampling adequacy 
set at ≥0.6 were used. For factor analysis, the cut-off level for item values of 
communality was chosen as 0.45. The criterion for factor extraction was an 
eigenvalue >1 and factor loading of  >0.40 (DeVellis, 2003). The correlation of an 
item with other items in the questionnaire was analysed.  
 
Pearson’s product-moment correlation and univariate ANOVA were used to test 
relationships between the SCGS and SSCRS (and its four factors), and SSSC (and its 
three factors). Descriptive statistics were used to describe the characteristics of the 
sample and responses to the survey. Both Pearson’s product-moment correlations 
and univariate analyses were also used to test relationships between participants’ 
demographic characteristics and the three instruments. An alpha level of 0.05 was 
used for all statistical tests. The statistical values are presented to 2 decimal places.  
 
7.10 Summary 
This chapter outlined the methods, design, psychometric evaluation, and statistical 
approach used to assess the newly developed instrument to assess final year nursing 
students’ perceptions about spirituality, spiritual care, and factors affecting it in 
practice.  The results from the content expert review and pilot study showed that the 
40-item SCGS was valid and reliable to be used for the main study.  
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The developed Spiritual Care Giving Scale (SCGS) was administered to a 
convenience sample of final-year nursing students. This chapter presents the results 
on the validity, reliability testing and factor structure of SCGS using Exploratory 
Factor Analysis. The overall results obtained from the large survey including sample 
characteristics, overall SCGS scores and relationships between variables 
(demographic characteristics) and correlations with the other two scales, SSCRS and 
SSSC will also be presented.  
 
8.2 Results 
8.2.1 Descriptive Statistics  
Altogether 775 nursing students participated in this survey. Thirty nursing students 
commenced but did not complete the questionnaire and these were dropped from the 
data analysis. Therefore, in total, 745 nursing students participated, giving a response 
rate of 61.9% (745 out of 1204).  
 
The majority of 745 participants were female (n=644, 86.4%), and their median age 
was 21 years. Two-thirds were Chinese (n=490, 66%), followed by Malay (n=145, 
19%), Indian (n=57, 8%) and Other (n=53, 7%). The majority indicated as belonging 
to a religious belief (n=560, 75.2%). The details for nationality were Singaporean, 
69.3% (n=516), Malaysian, 8.1% (n=60), People’s Republic of China, 15.6% 
(n=116) and the remaining comprised other nationalities (n=53, 7.1%). See Table 8.1 




Table 8.1 Sample Demography (n=745)  
 
Age Mean (SD) % 
Sample mean age (SD) = 21. (3.718) 
≥18 to 25 709 95.2% 
≥26 to 35 23 3.1% 
≥36 to 55 years 13 1.7 
Type of Religion n % 
No indication of religion 185 24.8 
Christians 175 23.5 
Muslims 159 21.3 
Buddhists 177 23.8 
Hindus 22 3.0 
Sikhs 3 0.4 
Taoists 19 2.6 
Others 5 0.7 
Gender 
Male 101 13.6 
Female 644 86.4 
Nationality 
Singaporeans 516 69.3 
Malaysians 60 8.1 
People's Republic of China  116 15.6 
Myanmar 53 7.1 
Religion 
No religion 185 24.8 
Religion 560 75.2 
Race 
Chinese 490 66 
Malays 145 19 
Indians 57 8 
Others 53 7 
Marital Status 
Married 32 4.3 
Divorced  3 0.4 
Separated 1 0.1 
Single 709 95.2 
 
 
8.2.2 Internal Consistency of the SCGS  
The internal consistency of the SCGS was good, with a Cronbach’s alpha of 0.958.  
All corrected item-total correlations were 100% positive, with corrected item-total 
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correlations between 0.31 and 0.72. Items that scored ≤0.40 were examined closely 
as recommended by Ferketich (1991).  
 
The inter-item correlation matrix revealed that items 20, 23, 25, 30, 34 had an 
average inter-item correlation of ≤0.30. These five items were removed and 
reliability tests were re-run and showed an overall α=0.960, corrected item-total 
correlations were between 0.51 and 0.72 (see Table 8.2).  
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Table 8.2: Corrected Item-Total Correlation for 35 items (Main Study) 
 


















Q1 UNI_Sp 154.27 485.330 0.514 0.432 0.959 
Q2 HBeing_Sp 154.06 481.582 0.691 0.675 0.958 
Q3Energy_Sp 154.17 484.251 0.648 0.614 0.958 
Q4 Feel_Sp 154.17 486.059 0.620 0.587 0.959 
Q5 Innate_Sp 154.07 483.608 0.686 0.666 0.958 
Q6 Mean_Sp 154.40 484.995 0.560 0.451 0.959 
Q7 Health_Sp 154.17 480.470 0.694 0.605 0.958 
Q8 Answer_Sp 154.20 480.577 0.681 0.585 0.958 
Q9 HoL_SCV 154.93 475.860 0.568 0.474 0.959 
Q10 Connect_SCV 154.63 481.229 0.572 0.432 0.959 
Q11HoL_SCV 154.28 479.427 0.716 0.591 0.958 
Q12 REL_SCV 154.73 477.220 0.593 0.458 0.959 
Q13 NC_SCV 154.69 482.347 0.589 0.470 0.959 
Q14 Process_SC1 154.16 480.418 0.721 0.590 0.958 
Q15 Respect_SC1 154.18 486.116 0.562 0.515 0.959 
Q16 Sensitive_SC1 154.19 484.624 0.685 0.577 0.958 
Q17 Being_SC1 154.55 481.619 0.631 0.515 0.959 
Q18 Intuition_SC1 154.12 484.370 0.625 0.639 0.959 
Q19 Listen_SC1 154.17 482.604 0.679 0.635 0.958 
Q21 Hope_ Att 154.37 484.661 0.623 0.525 0.959 
Q22 Support_ Att 154.40 484.503 0.643 0.568 0.958 
Q24 Comfort_Att 154.72 486.189 0.526 0.401 0.959 
Q26 Dignity_SC 154.20 489.625 0.589 0.506 0.959 
Q27 Indiv_SC 154.22 487.397 0.616 0.533 0.959 
Q28 Aware_SC 154.30 484.540 0.593 0.558 0.959 
Q29 Aware_SC 154.28 485.325 0.609 0.556 0.959 
Q31 Edn1_Att 154.82 482.201 0.583 0.611 0.959 
Q32 Edn2_Att 154.64 480.385 0.657 0.677 0.958 
Q33 Exp_SC 154.37 485.093 0.605 0.499 0.959 
Q35 Hope_Att 154.30 481.677 0.681 0.581 0.958 
Q36 LifeExp_SC 154.22 483.792 0.650 0.630 0.958 
Q37 Cope_SC 154.17 481.264 0.719 0.683 0.958 
Q38 Emp_SC 154.26 483.132 0.668 0.577 0.958 
Q39 Relation_SC 154.17 480.996 0.696 0.594 0.958 





8.2.3 Factor Analysis of the SCGS 
Using the 35-item version, the PCA revealed five components with eigenvalues 
greater than 1.0 (see Table 8.3). The total scale variance accounted for by the five 
components was 61.21%. Varimax Rotation was used to extract the factors as it was 
deemed to make the factors generally more interpretable (Stevens, 2002). Based on 
the rotated matrix, all five factors showed strong factor loadings (see Table 8.4). All 
35 items met the criterion of a factor loading of 0.40 or above. 
 
Table 8.3: Factor Analysis (Main Study) 
  
Initial Eigen values 
Extraction Sums of 
Squared Loadings 
















1 15.17 43.347 43.34 15.17 43.347 43.34 5.224 14.925 14.92 
2 2.265 6.472 49.81 2.265 6.472 49.81 5.100 14.573 29.49 
3 1.535 4.385 54.20 1.535 4.385 54.20 4.098 11.707 41.20 
4 1.451 4.146 58.35 1.451 4.146 58.35 3.914 11.184 52.38 
5 1.000 2.858 61.20 1.000 2.858 61.20 3.087 8.819 61.20 
 
Factor 1 contained eight items with an eigenvalue of 15.17 explaining 43.3% of the 
variance. As for the other four factors, each contained a varying number of items 
ranging from eight to five items, with eigenvalues of 2.27, 1.54, 1.45, and 1.0 
cumulatively explaining 49.8%, 54.2%, 58.4%, and 61.2% variance, respectively. 
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Table 8.4: Rotated Component Matrix for 35 Items 
 
Rotated Component Matrix  
  
Component 
1 2 3 4 5 
Q28 Aware_SC 0.737         
Q29 Aware_SC 0.735         
Q36 LifeExp_SC 0.711         
Q37 Cope_SC 0.662         
Q27 Indiv_SC 0.618         
Q35* Hope_Att 0.611     0.401   
Q33 Exp_SC 0.594         
Q39* Relation_SC 0.526     0.445   
Q38* Emp_SC 0.503     0.479   
Q3Energy_Sp   0.773       
Q5 Innate_Sp   0.760       
Q4 Feel_Sp   0.730       
Q2 HBeing_Sp   0.673     0.405 
Q6 Mean_Sp   0.667       
Q7 Health_Sp   0.627       
Q8 Answer_Sp   0.596       
Q1* UNI_Sp   0.471     0.467 
Q18 Intuition_SC1     0.768     
Q15 Respect_SC1     0.706     
Q19 Listen_SC1     0.685     
Q16 Sensitive_SC1     0.631     
Q17 Being_SC1     0.547     
Q26* Dignity_SC 0.445   0.471     
Q14 Process_SC1     0.437     
Q31 Edn1_Att       0.743   
Q32 Edn2_Att       0.720   
Q24 Comfort_Att       0.611   
Q40 Team_SC       0.605   
Q22 Support_ Att       0.485   
Q21 Hope_ Att       0.425   
Q12 REL_SCV         0.654 
Q9 HoL_SCV         0.632 
Q10 Connect_SCV         0.538 
Q11* HoL_SCV   0.401     0.497 
Q13* NC_SCV     0.413   0.468 
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The five factors were significantly correlated with the SCGS overall scale (r=0.837 
to r=0.871; p<0.01; see Table 8.5). All five factors of SCGS were also significantly 
and moderately correlated (0.765 – 0.581; p<0.01) with each other. Table 8.6 shows 
the rotated factor matrix for the 35 items. Some items were split-loaded on two 
factors.  According to Nunnally and Bernstein (1994), items that correlate highly 
with a factor should be retained in that factor. These items were further evaluated 
with other items in the factor to assess for conceptual coherence. As recommended 
by DeVellis (2003), interpreting a factor requires a unique set of variables that could 
explain the underlying structural relationship. Otherwise, there is no real basis for 
interpreting the factor. Therefore, it was determined that: 
(a) Items 38 and 39 which were loaded on both Factors 1 and 4, respectively, 
were retained in Factor 1 as their factor loadings were stronger in Factor 1 
compared with Factor 4 (0.50 and 0.63 versus 0.45 & 0.48, respectively). 
However, item 35 was moved to Factor 4 because of conceptual fit. 
(b)  Items 1 and 2 were retained in Factor 2 instead of Factor 5 (0.67 and 0.47 
versus 0.41 and 0.47) 
(c) Item 26 was moved to Factor 3 instead of Factor 1 (0.47 versus 0.45) 
(d)  Items 11 and 13 were moved to Factor 5 instead of Factors 2 and 3, 
respectively (0.50 and 0.48 versus 0.40 and 0.41) 
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 Table 8.5: Cronbach’s alpha and Pearson’s Product-Moment Correlation Between the Three Scales 
 
Measures SCGS Factor 1 Factor 2 Factor 3 Factor 4 Factor 5 SSCRS SSCRS 1 SSCRS 2 SSCRS 3 SSCRS 4 SSSC SSSC 1 SSSC 2 SSSC 3 
SCGS α=0.960                             
Factor 1 0.871** α=0.90                           
Factor 2 0.849** 0.636** α=0.905                         
Factor 3 0.868** 0.705**  0.670** α=0.881                       
Factor 4 0.861** 0.765**  0.581**  0.694** α=0.859                     
Factor 5 0.837** 0.597** 0.717** 0.671** 0.659** α=0.811                   
SSCRS 0.587** 0.532** 0.429** 0.538** 0.572** 0.446** α=0.829                 
SSCRS 1  0.592** 0.548** 0.474** 0.536** 0.540**  0.431** 0.849** α=0.824               
SSCRS 2 0.616** 0.567** 0.433** 0.587** 0.599** 0 .461** 0.823** 0.707** α=0.794             
SSCRS 3 -0.068  -0.096*  -0.089*  -0.091* 0.014 -0.14 0.367** 0.027 -0.029 α=0.632           
SSCRS 4 0.581** 0.542** 0.451** 0.562** 0.506** 0 .424** 0.777** 0.678** 0.744** -0.014 α=0.727         
SSSC 0.507** 0.591** 0.469** 0.522** 0.661** 0.532**           α=0.685       
SSSC 1 0.760** 0.689** 0.603** 0.623** 0.718** 0.624**           0.561** α=0.851     
SSSC 2 0.505** 0.431** 0.338** 0.407** 0.582**  0.419**           0.871** 0.499** α=0.785   
SSSC 3 -0.147** -0.129** -0.121** -0.111** -0.154**  -0.111**           0.459** -0.173** 0.040** α.535 
Pearson’s correlation coefficient test was used, two-tailed; *p<0.5; **p<0.01. Cronbach’s alpha on the diagonal in parenthesis. 
Spiritual Care-Giving Rating Scale (SCGS) :Attributes for Spiritual Care (Factor 1),  Spirituality Perspectives (Factor 2), Defining Spiritual Care (Factor 3), Spiritual Care Attitudes (Factor 4), 
Spiritual Care Values (Factor 5) 
Spirituality and Spiritual Care-giving Rating Scale (SSCRS): Spirituality (SSCRS 1), Spiritual Care-giving (SSCRS 2), Religiosity (SSCRS 3), Personal Care (SSCRS 4) 
Student Survey of Spiritual Care (SSSC): Attitudes about Spiritual Care (SSSC 1), Students' Perceived Knowledge about Spiritual Care (SSSC 2), Barriers about Spiritual Care (SSSC 3) 
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Table 8.6: The 5 Factor Loading Results 
 
Rotated Component Matrix  
  
Component 
1 2 3 4 5 
Q28 Aware_SC 0.737         
Q29 Aware_SC 0.735         
Q36 LifeExp_SC 0.711         
Q37 Cope_SC 0.662         
Q27 Indiv_SC 0.618         
Q35* Hope_Att 0.611     0.401   
Items 35, 38 and 39 were 
loaded on both Factors 1 
and 4, respectively 
Q33 Exp_SC 0.594         
Q39* Relation_SC 0.526     0.445   
Q38* Emp_SC 0.503     0.479   
Q3Energy_Sp   0.773       
Q5 Innate_Sp   0.760       
Q4 Feel_Sp   0.730       Items 1 and 2 were loaded 
on Factors 5 and 2, 
respectively 
Q2 HBeing_Sp   0.673     0.405 
Q6 Mean_Sp   0.667       
Q7 Health_Sp   0.627       
Q8 Answer_Sp   0.596       
Q1* UNI_Sp   0.471     0.467 
Q18 Intuition_SC1     0.768     
Item 26 were loaded on 
Factors 1 and 3 
concurrently.  
Q15 Respect_SC1     0.706     
Q19 Listen_SC1     0.685     
Q16 Sensitive_SC1     0.631     
Q17 Being_SC1     0.547     
Q26* Dignity_SC 0.445   0.471     
Q14 Process_SC1     0.437     
Q31 Edn1_Att       0.743   
 
Q32 Edn2_Att       0.720   
Q24 Comfort_Att       0.611   
Q40 Team_SC       0.605   
Q22 Support_ Att       0.485   
Q21 Hope_ Att       0.425   
Q12 REL_SCV         0.654 
 Q9 HoL_SCV         0.632 
Q10 Connect_SCV         0.538 
Q11* HoL_SCV   0.401     0.497 Items 11 and 13 were 
loaded on Factors 2, 3, 
and 6, respectively. 




8.2.3.1 Naming the Factors 
This section describes the naming of factors process. Factor analysis suggested that 
the SCGS comprised five factors. According to McSherry and Ross (2002), 
problems will usually arise when naming factors relating to spirituality and spiritual 
care because it is a subjective process and open to interpretation depending upon the 
researcher’s ideologies, knowledge, and the theoretical concepts used for reasoning 
why the variables had been grouped around each individual factor. However, it is a 
necessary stage in tool development especially when attempting to explain or 
identify any underlying relationships between variables (McSherry & Ross, 2002).  
Internal consistency estimates for the five SCGS factors were also analyzed and 
reported below.   
 
Factor 1 – Attributes for Spiritual Care  
Out of the eight items (27, 28, 29, 33, 36, 37, 38, 39), six items in this factor 
appeared to explore participants’ views about the importance having certain 
attributes to enable a nurse to engage in spiritual care-giving. One item was related 
to participants’ perspectives about enhancing nurses’ capacity in spiritual care-giving 
via life-experiences. Item 37 instead explored participants’ understanding about the 
importance of spirituality in individuals’ life crises. 
 
The Cronbach’s alpha for Factor 1 was 0.90. The lowest item-total correlation was 
item 28, “Nurses who are spiritually aware are more likely to provide spiritual care,” 
as indicated by a value of 0.59 with inter-item correlation values ranging from         





Factor 2 – Spirituality Perspectives 
The eight items (1, 2, 3, 4, 5, 6, 7, and 8) of this factor centred on descriptions of 
spirituality. The theme underpinning items 1, 2, and 5 reflected a belief that 
spirituality is universal. The remaining items explored participants’ agreement on 
reasons individuals seek spiritual insights when they encounter existential issues or 
adverse circumstances in life. 
 
The Cronbach’s alpha for this factor was 0.91. The lowest item-total correlation was 
item 1, “Everyone has spirituality,” as indicated by a value of 0.51 with inter-item 
correlation values ranging from 0.51–0.69. 
 
Factor 3 – Defining Spiritual Care 
This factor consisted of seven items (14, 15, 16, 17, 18, 19, and 26) which attempt to 
explain the meaning of spiritual care and what it entails from a nurse’s perspective. 
Five items (items 15, 18, 19, 20, and 26) provided aspects of spiritual care which the 
nurse can do to provide it. Items 14 and 17 evaluated participants’ beliefs and values 
of the importance of patient encounters as a form of spiritual care. Item 16 which 
stated that “Sensitivity and intuition help the nurse to understand a patient’s spiritual 
perspective” appeared to be suitably loaded in Factor 1 (Attributes for Spiritual Care) 
but loaded in this factor. 
 
The Cronbach’s alpha for Factor 3 was 0.88. The lowest item-total correlation was   
item 15, “Spiritual care is respecting a patient’s religious beliefs,” as indicated by a 




Factor 4 – Spiritual Care Attitudes 
Surrogate measures are usually used to evaluate individuals’ attitudes toward 
perspectives. Five items among the seven items (21, 22, 24, 31, 32, 35, and 40) in 
this factor indirectly measure attitudes towards spiritual care. Two other items (item 
21 and 35) explored respondent’s opinion about spiritual care relating to existential 
issues. One item mentioned the importance of a team approach in spiritual care.  
 
Factor 4 has a Cronbach’s alpha of 0.86. The lowest item-total correlation was item 
24, “I am comfortable providing spiritual care to patients,” as indicated by a value of 
0.53 with inter-item correlation values ranging from 0.53–0.70. 
 
Factor 5 – Spiritual Care Values 
This factor (items 9, 10, 11, 12, and 13) explored nurses’ beliefs and understanding 
about spirituality and spiritual care values. Understanding the meaning of spirituality 
influenced the ways in which spiritual care was delivered.  
 
The Cronbach’s alpha for Factor 5 was 0.81. The lowest item-total correlation was 
item 9, “Without spirituality, a person is not considered whole,” as indicated by a 
value of 0.57 with inter-item correlation values ranging from 0.57–0.72. 
 
8.2.4 Concurrent Validity 
Concurrent validity of the SCGS was tested by examining possible relationships with 
two theoretically relevant scales (results are presented in Table 8.5). The total score 
of SCGS and its five factors were significantly correlated (r=0.587, p≤0.01) with the 
total score of SSCRS and three factors, (spirituality, spiritual care, and personalised 
care) but not Religiosity. According to McSherry et al. (2002), items on the SSCRS 
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Factor Religiosity reflect the notion that spirituality is a broad phenomenon that 
cannot be assigned to formal religious expressions. Religiosity is a separate entity to 
be distinguished from spirituality.  
 
Items on the SSCRS Religiosity subscale supported the theoretical reasoning that 
spirituality is universal and can be applied to all, even atheists and agnostics. 
Analyses of participants’ responses showed their support to the theoretical reasoning 
evident by a negative association between SCGS Factors 1, 2, and 3 (namely, 
Attributes for Spiritual Care, Spirituality Perspectives, and Defining Spiritual Care) 
and SSCRS Religiosity Factor.  
 
However, there was no relationship between SSCRS Religiosity, and SCGS Factors 
4 and 5 that comprised variables evaluating participants’ perspectives on attitudes 
towards spiritual care and spiritual care values of the nursing profession, 
respectively. Hence, the SCGS composite score from the five factors did not show a 
significant correlation with SSCRS Religiosity.  
 
The total score of SSSC and its three factors (attitudes about spiritual care, students’ 
perceived knowledge, and ability to provide spiritual care and barriers to provide 
spiritual care) were also significantly correlated with SCGS and its five factors,  
r=0.507, p≤0.01. Factor 3 (barriers to spiritual care) on the SSSC was negatively 
correlated with SCGS, r=-0.089, p≤0.5. This was expected because items in SSSC 




8.2.5 Results of Spiritual Care-Giving Rating Scale (SCGS) 
This section presents the participants’ responses to the SCGS according to total 
scores means and standard deviations according to each item. The mean value for the 
total scale is 4.54, highest mean value is 4.82 and lowest is 3.95. The item with the 
lowest mean is item 9 (mean = 3.95±1.357), “Without spirituality, a person is not 
considered whole” and the highest mean is item 2, “Spirituality is an important 
aspect of human being” (mean=4.82±0.950). 
 
The mean values were also computed for each factor. Mean value for Factor 1 is 
4.63±0.93, 4.7±0.96 for Factor 2, 4.66±0.93 for Factor 3, Factor 4 has mean value of 
4.35±1.01, and 4.23±1.16 for Factor 5. The SCGS is used to measure students’ 
perceptions of spirituality, spiritual care, and factors influencing it in practice. 
Overall, the score achieved 76% (3382) of the total possible score (4470).  This 
result could mean that most participants agreed with the underlying perspectives of 
spirituality, spiritual care, and factors influencing it in practice that embodied the 
SCGS.  
 
The highest mean score in Factor 1 “Attributes for Spiritual Care” reflected 
participants’ agreement that establishing a trusting nurse-patient relationship is 
important for spiritual care.  In Factor 2, “Spirituality Perspectives,” the item with 
the highest mean score revealed participants’ view of spirituality as an important 
aspect of human beings. As for Factor 3 “Defining Spiritual Care,” the highest 
participants’ mean score was respecting patients’ cultural and religious beliefs. The 
highest mean score in Factor 4 relating to spiritual care attitudes was participants’ 
belief that spiritual care is important because it gives patients hope. Factor 5 relates 
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to participants’ values about spiritual care and showed that they believed spiritual 




Table 8.7: SCGS Scores 
 
Descriptive Statistics –35 items 
  Factor Sum Mean (M) Std. Deviation 




3437 4.61 1.094 
4.7 (.969) 
Q2 HBeing_Sp 3591 4.82 0.950 
Q3Energy_Sp 3513 4.72 0.920 
Q4 Feel_Sp 3514 4.72 0.894 
Q5 Innate_Sp 3585 4.81 0.892 
Q6 Mean_Sp 3344 4.49 1.025 
Q7 Health_Sp 3512 4.71 0.982 
Q8 Answer_Sp 3493 4.69 0.996 
Q9 HoL_SCV 
5 
2943 3.95 1.357 
4.23 (1.16) 
Q10 Connect_SCV 3166 4.25 1.146 
Q11HoL_SCV 3432 4.61 0.986 
Q12 REL_SCV 3092 4.15 1.255 
Q13 NC_SCV 3128 4.20 1.074 
Q14 Process_SC1 
3 
3522 4.73 0.949 
4.66 (0.93) 
Q15 Respect_SC1 3508 4.71 0.978 
Q16 Sensitive_SC1 3501 4.70 0.860 
Q17 Being_SC1 3231 4.34 1.033 
Q18 Intuition_SC1 3546 4.76 0.948 
Q19 Listen_SC1 3515 4.72 0.934 
Q26 Dignity_SC 
 
3490 4.66 0.987 
 
Q21 Hope_ Att 
4 
3364 4.52 0.939 
4.35 (1.01) 
Q22 Support_ Att 3343 4.49 0.917 
Q24 Comfort_Att 3103 4.17 1.037 
Q31 Edn1_Att 3027 4.06 1.090 
Q32 Edn2_Att 3164 4.25 0.853 
Q40 Team_SC 3267 4.39 1.067 
Q35 Hope_Att 
 
3418 4.59 0.961 
 Q27 Indiv_SC 
1 
 
3473 4.66 0.987 
4.63 (0.928) 
Q28 Aware_SC 3412 4.58 0.936 
Q29 Aware_SC 3431 4.61 1.036 
Q33 Exp_SC 3366 4.52 0.950 
Q36 LifeExp_SC 3473 4.66 0.932 
Q37 Cope_SC 3510 4.71 0.925 
Q38 Emp_SC 3443 4.62 0.930 
Q39 Relation_SC 3512 4.71 0.963 




8.2.6 Relationship between SCGS and Sample Characteristics  
Pearson’s product-moment correlation test was used to assess the relationship 
between age and SCGS score (Table 8.8). There was a positive relationship, r=0.088, 
significant correlation at the 0.05 level (2-tailed). To explore whether there was any 
significant interaction effects between different age groups further analyses was 
conducted. Age was subsequently categorised into three groups, ≥18 to 25, ≥26 to 35 
and ≥36 to 55 years. Post-hoc analysis between these three groups was conducted but 
no significant difference was observed between them (Table 8.9).  
 
Table 8.8: Pearson’s Product-Moment Correlations Between Age and SCGS  
 
Correlations 
  Age (n=745) SCGS_Sum (n=745) 




Sum of Squares and 
Cross-products 
10283.173 5319.364 
Covariance 13.821 7.150 
SCGS_Sum Pearson Correlation 0.088 1 
Sig. (2-tailed) 0.017* 
  
Sum of Squares and 
Cross-products 
5319.364 359057.361 
Covariance 7.150 482.604 
*. Correlation is significant at the 0.05 level (2-tailed). 
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Table 8.9: Post-Hoc Analysis of Three Different Age Groups 
 
Pairwise Comparisons 
Dependent Variable: SCGS_Sum 









1.00(≥ 18 to 
25) n=709  
2.00 4.364 4.667 1.000 -6.835 15.563 
3.00 -9.392 6.166 0.384 -24.186 5.402 
2.00(≥ 26 to 
35) n=23  
1.00 -4.364 4.667 1.000 -15.563 6.835 
3.00 -13.756 7.644 0.217 -32.097 4.585 
3.00 (≥ 36 to 
55) n=13  
1.00 9.392 6.166 0.384 -5.402 24.186 
2.00 13.756 7.644 0.217 -4.585 32.097 
         
 
A Chi-square or independent sample 2-tailed t-test did not show significant 
association between gender and religious beliefs except for type of nursing education 
programme. The mean value for diploma (n=679) respondents was 168.45 
(SD=22.22) and degree (n=66) was 176.68 (SD=18.72) respectively. The difference 
in mean value between the 2 different programmes was statistically significant, t= -
2.93, df =743 and p=0.004 (see Table 8.10). 
 






Type of nursing 
programme 


















-2.93 743 0.004 -8.25 2.82 -13.78 -2.71 
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Multivariate analyses were conducted to test relationships between nationality, race 
and type of institution in which respondents were enrolled. Except for institution, the 
rest did not show any main effects between them and the SCGS score (Table 8.10). 
 
The mean value of SCGS scored by respondents in Site A was 167.72 (Std. Error 
=1.62); Site B was 159.74 (Std. Error =1.86); and Site C was 173.27 (Std. Error = 
4.5). Therefore, a significant main effect was observed for institution 
F(df=2772)=5.557, p =0.004. 
 
A post-hoc test was done to determine which institutions differed from one another. 
All groups differed from one another with the exception of Site C and Site A. There 
was no interaction effect between Site C and Site A. Significant interaction effect 
was observed between Site C and Site B, mean difference =11.277*, p=0.001, as well 
as between Site A and Site B, mean difference 4.421*, p=0.04 (see Table 8.11). 
 
Table 8.11: Post-Hoc Analysis of the Three Institutions 
 
Pairwise Comparisons 
Dependent Variable: SCGS_Sum 
(I) Institution (J) Institution 













Site A 6.856 2.933 0.059 -0.182 13.893 
Site B 11.277
*
 3.085 0.001 3.875 18.679 
Site A 
 
Site C -6.856 2.933 0.059 -13.89 0.182 
Site B 4.421
*





 3.085 0.001 -18.68 -3.875 
Site A -4.421
*
 1.802 0.043 -8.746 -0.097 
Based on estimated marginal means 
a. Adjustment for multiple comparisons: Bonferroni. 




The multivariate analyses reported that a significant interaction effect was also 
observed between race and institution, F(df=5772)=2.547, p=0.03 (Table 8.12).  
With the help of a Plot Profile, more information about the interaction effect between 
race and institution (see Fig. 8.1) was obtained. The mean value for Chinese (Race 1) 
in Site A was 171.63 (SD=19.65); Site B was 170 (SD=22.16) and Site C was 177.80 
(SD=18.67).  As for Malay (Race 2), Site A was 168.01 (SD=23.67); Site B was 
156.42 (SD=25.33); and Site C was 173 (SD=16.20). The mean value for Indian 
(Race 3) in Site A was 168.11 (SD=19.11); Site B was 148.88 (SD=25.82) and Site 
C was 169 (SD=26.24). There was no Eurasian (Race 4) in Site C. Therefore, only 2 
mean values from Site A (mean = 162.59; SD= 34.89) and Site B (mean = 163.67; 
SD= 17.17) were reported. These results showed that there were wide differences in 
the SCGS mean values of the 3 races in Site B (See Fig. 8.1).  
Table 8.12  MANOVA Between SCGS, Race, Nationality, and Institution  
 
Tests of Between-Subjects Effects 
Dependent Variable: SCGS_Sum 
Source Type III  
Sum of Squares 
df Mean Square F Sig. 
Corrected Model 30151.542 22 1370.525 2.825 0.000 
Intercept 771654.362 1 771654.362 1590.601 0.000 
Race 991.886 3 330.629 0.682 0.564 
Nationality 1483.221 3 494.407 1.019 0.384 
Institution 5392.038 2 2696.019 5.557 0.004 
Nationality * Institution 2671.887 5 534.377 1.102 0.358 
Race * Institution 6178.883 5 1235.777 2.547 0.027 
Race * Nationality 1410.811 4 352.703 0.727 0.574 
Error 350266.531 722 485.134 
    
Total 19187425.000 745 
      
Corrected Total 380418.072 744 
      
Legend: Institution (Site A; Site B & Site C) 








In summary, findings from the pilot study showed that the SCGS was stable. The 
internal consistency of the SCGS in the main study using Cronbach’s alpha 
coefficients showed it was highly reliable and internally consistent. The Exploratory 
Factor Analysis revealed a 5-factor structure for the 35 items with factor loadings 
from 0.40 to 0.78 being moderately correlated with each other and the total scale. 
Concurrent validity between the SCGS and SSSC showed moderate correlation. 
Although there was moderate correlation between SCGS and SSCRS, there was no 
correlation observed between SCGS and the SSCRS Factor Religiosity. The results 
from the  different statistical tests, such as Pearson’s product-moment correlation, 
univariate and multivariate analysis, and independent samples t-test, showed 
significance in the mean difference between the SCGS and the institution where 
respondents studied. There was a positive but weak relationship between SCGS and 
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age which confirmed the findings reported in Phase 1 qualitative study. There was a 
positive correlation between SCGS and programme type. 
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Chapter 9: Discussion of Phase 2 Study Findings 
 
The aim of this study was to explore nursing students’ perceptions and attitudes 
towards spirituality, spiritual care, and factors influencing it in practice. This 
investigation was conducted with a large sample of final-year nursing students in 
Singapore using the Spiritual Care-Giving Rating Scale (SCGS). This chapter 
discusses the results of the study.  Firstly, the limitations of the study are addressed 
followed by comments about the psychometric properties of the Spiritual Care-
Giving Rating scale (SCGS). Survey results are then discussed in light of the extant 
literature.  
 
9.1 Study Limitations  
There are several limitations associated with the study that may have a bearing on 
the results. Although the total target population of final-year nursing students is 
1204, only 745 (61.9%) students responded. Although this is an acceptable rate for 
an anonymous survey, the findings may not reflect the views of all final-year nursing 
students in Singapore. It could be that students who did not wish to participate have 
different views of spirituality and spiritual care from the present study participants.  
Some might not be interested in spirituality matters or perceive that they might be 
too young or inexperienced to participate in this study. Further, there was no 
incentive for them to be involved.   
 
As with all student-oriented survey research studies, there is always the possibility of 
a social desirability response set. Some students’ responses might be biased because 
they may have attempted to choose responses that they perceive to meet the approval 
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of their lecturers even when the study involved voluntary participation and 
anonymity was maintained and ensured. 
 
 As the nature of spirituality is complex and multidimensional, exploring students’ 
understanding and perceptions of spirituality and spiritual care via a questionnaire is 
an inherent challenge and may limit the generalisability of findings.  Although it 
could be assumed that the participants would report their perceptions truthfully, there 
is a possibility that their responses reflected either socially desirable or reactionary 
responses without reviewing items in the questionnaire reflectively. Further, the use 
of a survey tool may limit more in-depth data to be collected for exploration.  
 
The study findings provided initial support for the reliability and validity of SCGS, 
and its use as a measurement of nursing students’ perspectives of spirituality, 
spiritual care, and factors influencing it in practice. Further testing of the SCGS 
using confirmatory factor analysis in future studies across diverse study populations 
would help to decide whether it should be a single scale with five subscales or five 
scales all measuring different spiritual dimension. 
 
9.2 Psychometric Evaluation of SCGS  
The results showed significant correlation between the five factors as well as with 
the total scale. Hence, the SCGS is supported as a multidimensional research 
instrument to assess student nurses’ spirituality and spiritual care perspectives.  
  
The systematic literature review (see Chapter 3) and extant literature showed that 
there is relatively little research on the development of tools to measure the multiple 
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aspects of spirituality and spiritual care. Even though there are some available tools, 
few have been psychometrically evaluated for validity, reliability, and factor 
structure (Meyer 2003; McSherry et al., 2002; Hoffert et al., 2007; Chung et al., 
2007; Lundmark, 2006; Reed, 1992). There was no one composite tool that 
measured the relationships between spirituality, spiritual care, and factors 
influencing care in practice. Most tools either measured one or at most two 
dimensions. Previous studies utilising these measures usually augment them with 
qualitative data collection methods such as focus discussion groups and open-ended 
questionnaires to explore other spiritual dimensions that were not incorporated in 
these measures (Meyer, 2003; Lundmark, 2006; Wallace et al., 2008; Pesut, 2002). 
 
Secondly, the 5-factor structure of SCGS is consistent with the conceptual 
dimensions and relationships as suggested in the conceptual framework 
underpinning the study (see Fig. 3.1, Chapter 3). This framework posited a logical 
and implied relationship between understanding spirituality, spiritual care, and its 
application in practice. Other researchers have explored these relationships and have 
identified the importance of attaining a consensus in individuals’ perceptions and 
understanding of spirituality and spiritual care and their implementation in practice 
(Pesut, 2002; 2003; 2008b; 2009; McSherry, 2007; van Leeuwen et al.,  2008; 
McEwen, 2005; Narayanasamy, 2004a; 2004b; 2006). One could perceive the inter-
relationship between spirituality and spiritual care. Individuals’ understanding and 
perspectives of spirituality serve to inform spiritual care, nursing’s role, and 
inevitably, the attributes and competencies associated with it. Similarly, individual 
perspectives and attitudes about spiritual care and applying it in practice could shape 
one’s perception and understanding of spirituality and spiritual care. As SCGS was 
 179 
 
developed in a multicultural and cosmopolitan society, it could potentially be the 
first culturally contextualised, relevant, and valid scale to measure the 
multidimensional views of spirituality from a nursing perspective in Asia.  
 
9.2.1. Constructs of the Spiritual Care-Giving Scale (SCGS) 
The factor analysis results established support for the proposition that the SCGS 
scale assesses the multidimensional nature of spirituality. The following sections 
explain and discuss the conceptual coherence of, and relationships underlying these 
identified factors.   
 
Attributes for Spiritual Care (Factor 1) comprised eight items that defined the pre-
requisites for spiritual care which consists of spiritual awareness, empathy, and 
establishing trust. Other studies have affirmed the importance of spiritual awareness 
before nurses can address the spiritual needs of patients (Lundmark, 2006; McSherry 
et al., 2004; Pesut & Reimer-Kirkham, 2010; Reimer-Kirkham et al., 2004). 
However, most of the previous studies were conducted with practising nurses who 
are likely to be older and with considerable clinical experience. The analysis of most 
studies investigating students’ perceptions of spiritual care showed that few scales 
were developed and tested psychometrically to measure these attributes (McSherry et 
al., 2008; Hoffert et al., 2007; Pesut, 2002; Meyer, 2003). It was significant to note 
that in this study, Factor 1 in the SCGS measured attributes which were considered 
important pre-cursors for spiritual care from the perspective of pre-registration 
nursing students. This factor in the SCGS could be further validated in other studies 
with practising nurses to measure their perceptions about the importance of these 
attributes in spiritual care.  
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Another important finding was that most participants believed individuals’ life 
experiences influenced their spirituality. This was evidenced in item 36 of the SCGS 
Attributes for Spiritual Care (Factor 1). The view that individuals’ life experiences 
could be an attribute for spiritual care may be something new that has not been 
explored previously. Often, life experiences have been explored from the context of 
nurses’ spiritual well-being (Bailey et al., 2009; Kendrick & Robinson, 2000). 
However, recent research on young people’s spiritual development reported that life 
experiences conceptualised as spiritual experiences may help participating youth to 
embody a certain spiritual style or quest (Hart & Ailoae, 2007). In studies with 
students, there appeared to be limited reports that associate this finding with 
Attributes for Spiritual Care. One exception is the report by Hoffert et al., (2007) 
who referred to “experience” as clinical experience and reported that it enhanced 
students’ ability to provide spiritual care. However, this finding was not supported in 
the current study as item 33 in the SCGS scored the lowest average in this factor (see 
Table 8.7).  
  
Participants in the Phase 1 study believed that both life and clinical experiences 
enhanced individuals’ ability to provide spiritual care as illustrated by one 
participant’s comment, “I think clinical experience counts in terms of caring for his 
or her spiritual needs. You must have some experience to deliver it correctly” 
(Participant 11). As the term, “experience” was not clearly differentiated, this finding 
should be considered when reviewing the scale for replication in future studies. It 
could be argued that when measuring students’ views, more precision about the 
importance and type of experience required in spiritual care could nurture and 
facilitate the development of their spirituality.  
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Spirituality Perspectives (Factor 2) had eight items that defined spirituality. Central 
to this factor were three concepts: (1) universality of spirituality (items 1, 2, and 5); 
(2) spirituality as a unifying force at the foundation of a holistic philosophy (items 3, 
4, and 7); and (3) existential aspects of spirituality (items 6 and 8). Although the 
concepts within this factor are consistent with previous nursing research, (e.g., in 
McSherry et al., 2002; 2004; McSherry, 2007), it seemed to reflect a 
multidimensional perspective about the nature of spirituality with a predominance of 
humanistic, existential, and pragmatic views. In part, this could be related to the 
socio-economic and political ideological beliefs which may have shaped 
Singaporean society and culture which is fast-paced, efficient, goal oriented, and 
productivity driven. Notwithstanding, Phase 1 participants mentioned that they 
joined nursing because it is a helping profession. This could explain how these 
ideological and altruistic values may have resonated with respondents and combined 
with the humanistic element of this factor.  As such, spiritual perspectives and 
meaning cannot be studied or measured without understanding and considering the 
various contextual variables influencing the lives of respondents, for example, 
ethnicity, culture, and racial beliefs. This suggests that a dynamic interplay between 
spiritual perspectives, concepts, and meaning with culture exists (Conner & Eller, 
2004).  
 
The variables which grouped around the third factor of Defining Spiritual Care 
identified key aspects of spiritual care such as respect, listening, and being sensitive 
and intuitive to patients’ anxieties and fears. Central to these spiritual care aspects is 
another perspective of spiritual care-giving which is “being present with the patient.” 
Most participants agreed with this view.  
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However, in this factor, participants reported views that were also in keeping with 
much of the available nursing literature which purported that most nurses prefer 
“doing things for the patient” (Carr, 2008; Miner-Williams, 2006; Milligan, 2004). 
Accordingly, it was not surprising to find that the item which achieved the highest 
average score in this factor was “respecting the religious and cultural beliefs of 
patients.” In this form of spiritual care, participants can “do” things for patients such 
as placing the talisman in their bed clothing, acceding to their dietary preferences, 
facilitating patients and/or family members to carry out religious rites within certain 
constraints. This could well be related to participants’ perceived lack of experience 
and/or perceptions about spiritual care. 
 
Most items grouped in Factor 3 depicted spiritual care as relational in nature and 
certain attributes such as sensitivity, intuitiveness, active listening, and being 
respectful were required for spiritual care. These attributes have been commonly 
cited in other studies (Miner-Williams, 2006; Hermann, 2007; Pesut & Thorne, 
2007; Pesut, 2002). Given these findings, attributes could be considered as elements 
and not pre-cursors or predictors of spiritual care per se. It may warrant further 
exploration as there were limited studies supporting this finding. 
 
Spiritual Care Attitudes (Factor 4) contained items which explored participants’ 
attitudes towards spirituality and spiritual care-giving. Previous studies used 
surrogate measures such as nurses’ perceived ability, sentiment, and comfort level 
(Lundmark, 2006; Meyer, 2003).  Although this factor used a similar approach to 
extrapolate students’ attitudes, the items explored participants’ views about the 
reasons for and importance of spiritual care which have not been addressed 
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previously. In this factor, the highest average score attained related to participants’ 
perception that spiritual care is important because it gives patients hope which most 
studies commonly reported. Included in Spiritual Care Attitudes (Factor 4), which is 
not explored in other studies is an item about the importance of multidisciplinary 
team approach towards spiritual care. Although previous studies noted the 
difficulties experienced by practising nurses in providing spiritual care for a range of 
reasons, this aspect has not been cited as a factor influencing spiritual care in 
practice (Hubbell et al., 2006; Milligan, 2004; Vance, 2001). 
 
Some Phase 1 participants perceived that they were not capable of providing a 
deeper level of spiritual care for patients. They reported a willingness to refer 
patients to other healthcare professionals. Other participants believed that spiritual 
care requires a collaborative approach which will support and reinforce the nursing 
role in it. Similar findings, that some nurses prefer to refer patients who require 
spiritual care to hospital chaplains, religious, or spiritual leaders because of their 
perceived lack of competence in providing spiritual care have been reported 
(Hubbell et al., 2006; Stranahan, 2001; Highfield et al., 2000). Their perceived 
inadequacy and incompetence may subsequently negatively influence their attitudes 
towards spiritual care and they may come to believe that it is not part of their role 
(Lundmark, 2006; Belcher & Griffiths, 2005).   
 
As previous studies were conducted with practising nurses, this finding may imply 
that the means by which nurses overcome barriers to spiritual care could also affect 
students’ spiritual care-giving perspectives. Students look upon practising nurses as 
their guides and role-models. If students’ clinical role models do not demonstrate 
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spiritual care giving, then it is possible that they will perceive that spiritual care is 
also not their role. However, few studies have explored students’ views about this. In 
a study by Baldacchino (2008), the students acknowledged their limitations in 
meeting patients’ spiritual needs. Consequently, they perceived teamwork as 
important to help them overcome their limitations in delivering spiritual care. 
Further, the students perceived that guidance and coaching from practicing nurses 
may broaden their spiritual care-giving perspectives and personal spirituality. These 
findings concur with those of the present study.  Given all these considerations, one 
could argue that this item was included in the Spiritual Care Attitudes factor because 
participants perceived teamwork as a form of support from other healthcare team 
members. Such supportive behaviour could further reinforce students’ perception of 
their collaborative role in spiritual care.   
 
Another interesting finding was the participants’ weakest agreement on the item 
about instilling spiritual care knowledge throughout their nursing education 
programme. This is contrary to most studies that supported spiritual education in 
nursing education (Lemmer, 2002; Meyer, 2003; McSherry et al., 2004; Mitchell et 
al., 2006). It could be that participants’ limited understanding of spirituality may 
have contributed to their belief that they already know what spiritual care entails. For 
instance in Phase 1, participants commented that the term “spirituality” was 
frequently used by religious leaders and usually associated with religious teachings 
and beliefs. Thus, they opined that spiritual knowledge could be obtained and taught 
from religious and other spiritual bodies. And there were some who believed 
spiritual care could not be taught but instilled through role-modelling and life 
experiences (Hood et al., 2007, Taylor et al., 2008).  
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Spiritual Care Values (Factor 5) attempted to measure participants’ beliefs about 
spiritual care. This factor could be used to provide a baseline indication about 
participants’ spiritual understanding and well-being. Participants’ spiritual health can 
subsequently be monitored to assess whether the logical implied relationship 
between participants’ beliefs about the importance of spiritual care and 
implementing it in practice exists. Further, an apparent tension exists between 
nursing practice and scholarship regarding implementing spiritual care in practice 
(Ross, 2006; Swinton, 2006). Nurses reported that although they may view spiritual 
care as vital and an important part of holistic care, the organisational culture in 
which they work in may mitigate against the prioritisation of spiritual care and the 
importance of possible time-consuming one-on-one encounters (Hubbell et al., 
2006). However, as these views were derived from a sample of practicing nurses 
using a one-off survey, a longitudinal study investigating this phenomenon with 
students before and after graduating as practising nurses would add insight into 
nurturing and supporting students’ spirituality in this transition.  
 
9.2.2 Spiritual Care-giving Scale (SCGS), Spirituality and Spiritual Care Rating 
Scale (SSCRS) and Students Survey of Spiritual Care (SSSC) 
Two instruments, the SSCRS and SSSC, were chosen to evaluate concurrent validity 
because SSCRS measures spirituality and spiritual care, and SSSC measures 
students’ perceived ability and attitudes about spiritual care. Although the 
Spirituality and Spiritual Care (McSherry et al., 2002) scale was tested and evaluated 
by its developers, the results were not favourable but acceptable with α at 0.64 and a 
factor structure which showed 54% variance accounted for by the four factors. 
However, in the present study, the SSCRS showed good internal consistency (α at 
0.83) which indicates that it is a reliable scale. There was also a moderately strong 
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relationship between SCGS and SSCRS. However, there was no correlation between 
SCGS and SSCRS Religiosity (Factor 3).  
   
According to McSherry et al., (2002), SSCRS Religiosity (Factor 3) underlined the 
universal nature of spirituality by acknowledging that areas such as creativity, art, 
and self expression are part of the concept. Therefore, it could be that participants’ 
perceptions of spiritual care may not have considered self expression, art, and 
creativity as forms of spiritual care. It may imply that participants’ awareness or 
knowledge about spiritual care is limited. 
 
It could also be that the SSCRS (McSherry et al., 2002) which was developed in a 
conservative area of the United Kingdom (UK) might not be culturally appropriate 
and relevant in the Singapore context. Spirituality is a multidimensional construct 
that requires a composite of variables to define, explain, and describe it contextually 
(Reimer Kirkham et al., 2004).  
 
Singapore is a multicultural, multiracial, and multi-religious society whereby many 
different cultural, racial and religious beliefs, traditions, rites and rituals are 
celebrated, observed, and practised. Because of its inherent pluralistic society, the 
tenets of individuals’ ideological, cultural, religious, and spiritual beliefs are keenly 
regarded and respected. Additionally, the social, economic, and political 
environment tends to skew the Singaporean community towards a more goal-
oriented and productive society. Appreciating and acknowledging art and creativity 
as parts of spirituality and spiritual care dimensions may not be as widely accepted 
as in the UK. Accordingly, the existence of a dynamic interplay between spiritual 
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perspectives, culture, society, and individuals’ ideological beliefs should not be 
ignored (Hegarty, 2007; Conner & Eller, 2004).   
 
Similarly, testing of concurrent validity of the SCGS using the SSSC showed a 
moderately strong relationship. Although concurrent validity was established, results 
showed that the SCGS was a superior tool for the following reasons. The SCGS 
demonstrated better internal consistency (α at 0.96) than the SSSC. The supporting 
arguments were: the SCGS was evaluated by a panel of six content experts and pilot 
tested with a group of 110 nursing students followed by a one-week test-retest with 
similar group of students (n=75). Preliminary exploratory factor analysis in the pilot 
study showed 70.53% of the total variance was explained; and the SSSC tool was not 
psychometrically tested when it was first developed in their original study. Further, 
the SCGS appeared to be the only composite tool that is able to measure three 
domains of spirituality.  
 
9.3 Participants’ Views and Understandings about Spirituality, Spiritual Care, 
and Factors Influencing Spiritual Care 
Findings of this research programme reflected the multidimensional, innate, and 
universal nature of spirituality. Spirituality was ascribed as an important aspect of 
individuals’ well-being. Key Attributes for Spiritual Care such as spiritual awareness 
and humanistic values, e.g., sensitivity and respect for patients, emerged consistently 
in both Phase 1 and 2 of the study.  
 
Individuals’ values about the importance and comfort of providing spiritual care 
surfaced clearly as influencing spiritual care-giving positively such as: (1) 
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individuals’ perceived comfort level in providing spiritual care; (2) individuals’ 
values about importance of spiritual well-being; (3) spiritual care is integral in 
nursing (4); and being part of a team effort in the provision of spiritual care. 
Although most of these findings were supported by some previous nursing studies, 
the multidisciplinary team approach towards spiritual care may not have been 
viewed in the same light as in the present study (van Leeuwen et al., 2009; Chung et 
al., 2007; Grisham & Magnum, 2009; Pesut, 2009).  
 
Most studies explored and interpreted this aspect of care from an “ownership” 
perspective. Nurses’ views were usually sought about their role in spiritual care-
giving. Most would report their discomfort at taking on this role and believed that 
other healthcare professionals with expertise in spirituality should take on this 
responsibility (McClung et al., 2006).  From this perspective, it was usually inferred 
that either nurses were not receptive towards spiritual care or felt inadequate in 
providing it. Therefore, they would rather refer patients with spiritual needs to other 
healthcare professionals trained and perceived to be competent to provide it (Hubbell 
et al, 2006; McClung et al., 2006; Lundmark, 2006).  
 
The hospital culture in Singapore has emphasised a team approach in providing 
patient care. Participants in the current study learnt about teamwork in their nursing 
programme and may have considered this approach to be applicable to spiritual care 
too. There is also a possibility that participants recognised their limitations and 
comfort level to provide spiritual care and thus viewed the multidisciplinary 
approach as a means to support them as members in spiritual care-giving. A view 
echoed and supported by Phase 1 study participants was reflected in this comment, 
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“In an emergency, a paramedic will stabilise the patient and bring the patient to the 
hospital for further treatment. So, for a nurse, maybe she can stabilise the patient 
spiritually ... to let the patient know that we are [there] for them and not to feel so 
alone, … and not to abandon hope” (Participant 6). 
 
Although participants expressed agreement with the concept that spirituality is innate 
and universal, fewer participants responded positively to item 9 (Factor 5) which 
implied that a person is not considered whole if they do not have spirituality. It could 
be that this statement may have appeared to be strongly worded and possibly arose 
from an ideological perspective that was not the dominant paradigm of the 
participants. The participants’ perceptions of spirituality appeared to be more 
humanistic as reflected in responses to items 2 and 5 which had the highest mean 
value scores. Both items represented a more humanistic philosophical perspective. 
As iterated by Sanders (2002), individuals’ spiritual values imbue and form virtues 
such as caring, compassion, love of humanity, and engagement with people. 
Therefore, the ethos in item 9 may not have had a good fit with the views of 
participants.  
 
Each factor was also analysed with regards to the highest and lowest item mean 
score.  In Attributes for Spiritual Care (Factor 1), item 33 scored the lowest and 
items 38 and 39 scored the highest. This finding possibly reflects participants’ 
humanistic view in that they considered having empathy and establishing a trusting 
relationship to be more important Attributes for Spiritual Care than gaining clinical 
experience. This finding is consistent with most other study findings (Catanzaro & 
McMullen, 2001; Pesut, 2002; Baldachinno, 2008). This finding was also supported 
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in Phase 1 whereby participants iterated that spiritual care did not require special 
abilities to do special things. Instead, “it just requires you to care for the person and 
let them know that there are people still caring for them” (Participant 6). 
 
However, there were some participants in Phase 1 who considered experience as 
important. But, it was more from the perspective of deepening their knowledge and 
skills in spiritual care so that they would be equipped when a deeper level of spiritual 
care was required. This concurred with another study which was conducted with 
students (Hoffert et al., 2007). In particular it was found that as spiritual care was 
complex and intimidating, in addition to education, experience is needed to increase 
students’ confidence and competence (Hoffert et al., 2007).   
 
Items 6 and 2 had the lowest and highest mean value in Spiritual Care Perspectives 
(Factor 2) respectively. These findings were discussed in Section 9.2.1, highlighting 
the perspective that the nature of spirituality was essentially multidimensional and 
interplayed dynamically with individuals and social, cultural, and ideological beliefs. 
 
In Defining Spiritual Care (Factor 3), “Being with the patient” (item 17) scored the 
lowest mean value. This could be related to a dominant aspect of the nursing culture 
which encourages the spirit of doing and performing care for patients. This finding 
was also consistent with that found in other nursing studies (Pesut, 2002; McEwan, 
2004; Miner-Williams, 2006). It might appear that although the concept of 
“presence” and “being” with patients is strongly mooted by nursing leaders and 
scholars, more work is required to reinforce this concept in nursing education and 
practice (Miner-Williams, 2006; Chism & Magnum, 2009). This perception appeared 
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to align with the comments made by Phase 1 study participants. They reported that 
when they tried to spend time engaging patients, they perceived that their lecturers 
thought that they were spending too much time standing around talking to patients. 
One participant reported that clinical facilitators would “drag them away to do 
something else” (Participant 10). Participants reported that this interference was a 
hindrance to their spiritual care giving. It could have also caused them to blend 
spiritual care with good nursing care and believe that somehow “certain things will 
be imparted in a spiritual sense” (Participant 3). In part, this finding could also be 
attributed to the Singaporean culture which encourages nurses to be productive to a 
point that they become task-oriented. It could also be that participants had an 
inadequate understanding of what spiritual care entails and perceived performing 
good nursing care as spiritual care.  
 
Responses to Spiritual Care Attitudes (Factor 4) recorded item 31 as having the 
lowest mean score of 4.06. The item stated that spiritual care should be instilled 
throughout the nursing education programme. This is rather incongruent to most 
nursing studies that mentioned the importance of spiritual education in spiritual care-
giving. There are many possible explanations, one of which could be related to the 
long-standing presence of a biomedical model of care in nursing (Burkhart & Hogan, 
2008; Ross, 1996; 2006; Vance, 2001). Another explanation is that most of these 
studies were conducted with practising nurses who may perceive their lack of 
knowledge in spiritual education as the reason for not wanting to provide spiritual 
care. A further possible explanation could be the participants’ paucity of spiritual 
knowledge may have led them to perceive that they are adequately prepared and it 
was therefore not necessary to instil this in their nursing education programme.   
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Responses to Spiritual Care Values (Factor 5) showed item 11 with the highest mean 
value. This item implied that participants valued the importance of spiritual care 
which was consistent in most nursing studies (Pesut, 2002; McSherry et al., 2008; 
Wallace et al., 2008). However, as mentioned earlier, this did not logically imply 
that spiritual care would be integrated into practice. Participants may still embrace 
altruistic values that inspired them to join nursing. However, it is important that 
these values as well as other attributes such as compassion and spiritual sensitivity 
are supported and nurtured even when they become practicing nurses and start 
working in clinical environments.  Seeking practising nurses’ views about how they 
could be supported and nurtured spiritually in order to care for their patients 
spiritually is another important area which needs exploration. As mentioned by 
several authors, when oneself is contented and whole, the “self” is able to reach out 
to understand and focus on the concerns of others when delivering spiritual care 
(Burkhart & Hogan, 2008; Carr, 2008; Kendrick & Robinson, 2000). 
 
9.4 Age and Spirituality 
Some authors proposed that spirituality develops with age (Ahmadi, 2000; 
McFadden, 1999; Langer, 2000; MacKinlay, 2008). Results in this current study also 
showed a positive association between age and SCGS. Although the participants’ 
age range was wide (18 to 55), post-hoc analysis of different age groups was not 
significant. It, therefore, supported Phase 1 study findings that spirituality was not 
constrained by age. It also supported the view that spirituality is universal, and that 
children may express an understanding of spirituality. Other studies, such as 
McSherry et al., (2008) and Meyer (2003), whose students’ age range, was just as 
wide (20 to 53), reported similar findings. Given these findings, one could conclude 
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that regardless of ethno-cultural, environmental, and philosophical differences, 
spirituality is innate and universal.  
 
9.5 Dynamics between Spirituality, Education Programme, Ethno-Cultural 
Factors, and Institution  
Results showed that participants’ profile, education programme, and institutions 
where they were from have significant effects on SCGS scores. Thirty-one percent 
(n=229) of participants were from other countries which provided considerable 
ethno-cultural diversity in the sample.  
 
In Site C the students comprise mainly locals (n=63) with only three students from 
other nationalities as compared with students from Sites A and B which consisted of 
33% non-Singaporeans students. These students came from diverse cultural and 
socio-economic and political backgrounds such as the People’s Republic of China, 
Myanmar, the Philippines, and Malaysia. A significant interaction effect was 
observed between institution and race rather than nationality. It may well be that 
participants’ diverse socio-cultural background influenced their perceptions and 
attitudes about spirituality and spiritual care in practice. According to Reimer-
Kirkham et al., (2004), with globalisation, the world is becoming increasingly 
pluralistic. The majority of the present study participants, like Reimer-Kirkham et 
al.’s (2004) study participants, retained their racial identity when reporting about 
their race. Reimer-Kirkham et al. (2004) also added that this could cause the 
broadening and diversity of society’s ethno-cultural fabric which also brings about a 
shift in religious and spiritual affiliation. Indigenous populations may also adopt and 
identify themselves with religions of immigrants or vice versa.  
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However, the wide differences in the mean values between the 3 races were observed 
especially in Site B. As race was not the main effect determinant of SCGS score, its 
effect was dependent on the institution, where the student respondents were 
studying. Analyses of Site B SCGS total score was lowest (59.52%) in Factor 4 
(Spiritual Care Attitudes). Similarly, individual items which scored the lowest value 
were from the same factor. Site B students were less agreeable for spiritual care to be 
instilled and positively reinforced throughout the nursing education programme. 
They also were less likely to agree that spiritual care is more than religious care and 
feeling comfortable to provide spiritual care to patients.  It could be that spiritual 
care and role-modelling were not positively reinforced in the institution where the 
students were studying. This finding is similar to those of previous studies (Burkhart 
& Hogan, 2008; Ross, 1996; 2006; Vance, 2001).  
 
Secondly, among the three educational institutions, Site A started offering the 
diploma programme in 1992 and thus had most experience in delivering this 
programme. Both Site B (diploma programme) and Site C (degree programme) 
started the nursing programmes in 2005 and 2006 respectively. The Site C faculty 
were mainly experienced lecturers from their countries of origins such as Australia, 
United Kingdom, Thailand, and the Philippines. Although the duration of both 
programmes was three years, the degree programme offered a more broad-based 
curriculum. It allowed students to select electives from other disciplines to broaden 
and deepen their personal and professional development. 
 
Thirdly, this could be related to the participants’ academic environment and ability 
which may influence their thinking, perceptions, and reflection on spiritual-related 
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issues. Phase 1 participants echoed similar views indicating that it was important for 
them to have “a lot of time to themselves” (Participant 11) and space for them to “sit 
back and reflect” (Participant 3) which they believed would enhance their spiritual 
well-being and promote spiritual awareness. Delaney (2010) commented that 
spiritual awareness is enhanced and facilitated by self-knowledge, self-reflection, 
and journaling. It is through these activities that individuals are able to transcend and 
connect with themselves, their external environment, or the extraterrestrial or a 
Supreme Being, fostering their spirituality, spiritual well-being, and awareness.  
 
Although these differences may have caused the positive and significant relationship 
between the type of programme and SCGS, all three institutions did not offer 
spirituality as a “stand-alone” module. Instead, two institutions reported that 
spirituality “runs through our teaching.” They cited that underpinning their 
curriculum’s conceptual framework included the perspective of an individual who is 
a holistic being, complex and integrated both with psychological, socio-cultural, 
philosophical, and spiritual components. Similarly, the nursing curriculum used at 
Site C reflected similar conceptual constructs of a person. As permission was not 
obtained from the two Polytechnics to assess their nursing curricula, the programme 
content could not be evaluated. Review of the Site C degree programme showed that 
although it did not offer spiritual education as a standalone module, spirituality was 
mentioned as one of the core components of human beings in their health assessment 
module. Spirituality-related content might have also been discussed in related 
modules such as “Professional Issues and Practices in Nursing” and “Therapeutic 
Communication.” Both the diploma and degree nursing education programmes 
require in-depth review and comparison to investigate these findings further.   
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Based on the researcher’s observations and interactions with the three educational 
institutions, it was observed that the composition of faculty members at Site B 
comprised mainly locally prepared nurses, who were younger, and had minimal 
formal educational experience and preparation. However, these were mainly 
observational and anecdotal accounts. The study did not explore the faculty 
characteristics and their spiritual perspectives; it is recommended that a separate 
mixed-method study be conducted.  
 
Given these study findings, further questions about the relationships between the 
three concepts articulated in the conceptual framework (see Fig. 3.1) in this study 
emerged. The present study is a cross-sectional study and knowledge about students’ 
spirituality across their study continuum and beyond, i.e., when they become nurses 
practising in the working environment, is not known. This is important considering 
the impact and effect it may have of integrating spiritual care into practice.   
 
9.6 Summary  
Although some limitations were reported in this study, there were some significant 
positive findings. The SCGS was found to be valid and reliable. The 5-factor 
structure of the 35-item SCGS was found to be consistent with SSCRS and SSSC. 
This scale could be the first validated composite tool developed and tested in a 
multicultural society.  
 
Interview and survey findings provided insights and descriptions about the nature, 
characteristics and importance of spirituality, spiritual well-being, and spiritual care.  
Certain attributes were also identified and regarded as necessary pre-requisites for 
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spiritual care. However, the knowledge that attributes could be a form of spiritual 
care itself was not recognised by the participants. 
 
A significant correlation was found between SCGS, age, and type of programme. 
Significant interaction effects were also observed between SCGS, race and 
institution. Therefore, it supported the concept that students’ demography, 
programme type, and academic environment characteristics may influence their 
understanding and perceptions about spirituality and spiritual care. Similarly, the 
study findings supported the theoretical coherence and relationship between the three 
constructs which were proposed in the conceptual framework (see Fig. 3.1). 
However, the logically implied relationship that understanding spirituality will 
translate into practice was challenged.  
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Chapter 10: Conclusion and Recommendations 
 
10.1 Introduction  
This chapter outlines the overall study findings and explores their implications in 
nursing. As discussed in Chapter 3, spirituality in nursing education is a relatively 
unexplored domain of research. This is particularly the case in Singapore where no 
previous study in this area had been conducted.  
 
Many findings from the present study were not vastly different from studies 
conducted in Western Europe and North America. Similarly, the views of this group 
of 3rd year undergraduate students concurred with results from other studies with 
students and practising nurses. There were however, some significant findings which 
may contribute to knowledge in this area and be considered as recommendations for 
future research, education, and practice. These are reported in the subsequent 
sections below. 
 
10.2 Significance of Study  
The current study represents the only study conducted in Singapore that investigated 
nursing students’ perspectives about spirituality, spiritual care, and factors 
influencing spiritual care in practice. The few, other studies conducted with nursing 
students, predominantly focussed on spiritual education. Moreover these studies 
were usually conducted in western, developed countries with homogenous samples. 
Although their findings were somewhat congruent with the current study, there were 
other significant findings in this study which make a unique contribution to the 
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broader field of knowledge and the Singaporean nursing education context in 
particular.  
 
10.2.1 Spirituality Described 
Results of the current study provided evidence that spirituality constructs as 
identified by student nurses were (1) being human; (2) quest to find meaning and 
purpose in life; and (3) attaining a peaceful state of well-being through transcending 
and connecting with the external environment. These characteristics were articulated 
by nursing students who were generally young (median age was 21 years), from 
ethno-cultural diverse backgrounds but with a common view and belief of 
spirituality as an important aspect of being.  The results also lent further support to 
the conclusion that although nursing students were young, spirituality was important 
to them. The findings highlight  a need to dispel a belief commonly upheld by the 
general public that spirituality develops with age. According to participants in this 
study, spiritual awareness is not constrained by age. However, this will need further 
investigation. 
  
10.2.2 Spiritual Care Described 
Participating students perceived spiritual care as relational and maintained the 
importance of certain attributes necessary for spiritual care. The study results also 
provided evidence that these essential attributes, such as sensitivity, being 
empathetic, caring and spiritual awareness underpinned spiritual assessment which is 
key to spiritual care-giving.  Although students recognised the importance of 
spiritual assessment, they were unaware that spiritual assessment was a form of 
spiritual care intervention itself.  Considering this, the identified attributes could be 
considered as elements of spiritual care because they could help the nurse address 
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what were “needed inside” by patients.  It is, therefore, important that these attributes 
be nurtured and supported not only during students’ undergraduate program of study 
but also as practising nurses in their work environments.   
 
10.2.3 Factors Influencing Spiritual Care in Practice 
Barriers to spiritual care were similar to what were commonly cited by the Western 
European and North American studies. They were faculty’s support for spiritual 
learning in the academic and clinical learning environment, inadequate spiritual 
knowledge, inadequate and unclear organisational guidelines on spirituality and 
spiritual care, and lack of time. However, the present study highlighted that 
understanding spirituality and spiritual care may not mean that these will be 
translated into practice. Although providing spiritual education and skill 
development for undergraduate nursing students may seem to be sufficient for 
successful integration of spirituality in practice, skills as change agents are necessary 
to help them overcome perceived organisational and socio-cultural barriers. Further 
support such as establishing processes that systematically review and identify 
measures to support this change in patient care is needed. For example, a committee 
or workgroup could be established to address and campaign the development of 
caring and quality relationships for both patients and staff.    
 
10.2.4 Relationship with the Conceptual Framework 
The study results also lend support to the conceptual framework which underpinned 
this study whereby inter-relationships exist between the three constructs investigated. 
It affirmed the perspective that spirituality is multidimensional and complex, and 




10.2.5 The First Locally Developed Multi-dimensional Spirituality Scale (SCGS) 
Considering that there are not many scales which measure spiritual domains 
concurrently, the SCGS may be the first validated composite tool to be developed in 
a cosmopolitan and multicultural society like Singapore. Its development may be an 
impetus to encourage interest in this area and assist future researchers interested in 
exploring healthcare professionals’ perceptions and attitudes towards spirituality by 
providing them with a framework to gain further insight of these concepts. Another 
potential use of the SCGS would be as a spiritual assessment tool that can be carried 
out in both practice and education settings to inform the content of preregistration 
and continuing professional development programmes as well as measure the 
effectiveness of such curricula in bringing about change in perceptions and practices. 
 
10.3 Implications for Nursing  
10.3.1 Implications for Nursing Education   
In this study, the characteristics of spirituality and spiritual care were conceptualised. 
They may be used to provide guidance in nursing education to define and delineate 
the scope and content of spiritual education. However, there is inconclusive support 
as to whether the defined scope and content of spiritual education should either be 
weaved into the nursing curriculum or provided in a specific module. 
 
Given that beliefs about spirituality are individualised, faculty should be engaged to 
explore their views and understanding about spirituality, spiritual care, and factors 
influencing it in practice. Similarly, their views could also be sought on the best 
means to conduct spiritual education effectively. For example, organising field visits 
to different faith agencies, attending certain lectures organised by religious colleges, 
organising panel discussions comprising hospital chaplains, ethicists, religious 
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leaders, and faculty to discuss spiritual related issues, using art or asking students to 
create meal menus to stimulate discussions about spirituality, spiritual well-being, 
and spiritual care. The approach of delivering spiritual knowledge and skills should 
be eclectic, combining adequate didactic teaching to provide the foundation in this 
area with creative teaching methods that stimulate reflective thinking and critical 
inquiry which will generate in-depth and philosophical discussions about spirituality 
and its related domains.  
 
After all, the nature and characteristics of spirituality are such that an eclectic model 
of teaching is required to help nurture and develop students’ spirituality.  Changes to 
the curriculum could include having students reflect and discuss spiritual issues 
evident in fiction films (e.g. “I am not my sister’s keeper”), or other media (e.g. the 
use of pictures of people waiting to see doctor or at the bus stop). Another method 
could be using local newspaper articles to discuss spiritual issues in local cultural 
context. 
 
In Chapters 6 and 9, the nature of spirituality was discussed extensively. One could, 
therefore, recapitulate that to achieve an impact on students’ spiritual perspectives, it 
requires tactics and multimodal learning methodologies that will increase students’ 
self-awareness of their own spirituality and sensitivity of others’ spiritual needs and 
expressions. Accordingly, the approach to spiritual education may have to consider 
teaching methods that encourage students to use their six senses, i.e., visual, 
auditory, olfactory, sensory, cognition (encompasses feelings, emotions etc.) and 
intuition to experience and comprehend spirituality issues. For example, an eclectic 
model of spiritual education could be conducting an objective-oriented field visit to 
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an oncology clinic, labour ward or emergency room followed by reflective 
journaling and focus group discussions.  
 
The validated SCGS could also be used as a guide to appraise students’ spiritual 
development. This tool could also be used as a reference for content domains to 
consider incorporating as spiritual content in the nursing curriculum. 
 
10.3.2 Implications for Nursing Management  
In the clinical context, nursing management should incorporate defined spirituality 
characteristics when developing or modifying organisational policies and guidelines 
for spiritual care. However, to foster a culture of spiritual care the leadership and 
commitment of senior hospital officers are required and should be visible. Resources 
such as skilled staff and time are required to develop spiritual care services and 
resources for staff, patients, and family members. In-service sessions could be 
conducted to educate hospital staff with the knowledge and skills about spirituality 
and spiritual care. 
 
Capacity building could involve the employment of hospital chaplains or pastoral 
care staff trained in Clinical Pastoral Education. They could further enhance the 
spiritual development of staff and/or provide a deeper level of spiritual care to 
patients when required. Designated hospital spaces that are neutral in racial and 
religious beliefs could also be set up whereby patients and family members could 
find the “personal” space for them to connect with their spiritual “sources.”.  
 
Such staff could also contribute to capacity building of nursing staff in the delivery 
of spiritual care through role modelling, facilitating educational programmes, 
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mentoring nurses as they develop their clinical skills as well as counsel nursing staff 
who encounter ethical and moral challenges in the delivery of spiritual care.  
 
10.3.3 Implications for Nursing Regulators 
Nursing regulators who develop and monitor the implementation of nursing 
standards for practice and education should consider the inclusion of spiritual 
competence as a core competency for nurses. There should be a concerted effort to 
ensure that students and nurses recognise that spirituality is an important element of 
care for individuals. A biopsychosociospiritual approach to care should be 
incorporated in education and practice. To facilitate such models of care delivery, 
measures should be put in place to ensure that students and nurses start assessing 
patients for spiritual needs in a way that is void of religiosity and includes 
individuals of varying faith. 
 
Without a tripartite approach, i.e., regulators of nursing standards for practice and 
education, nursing leaders in management and education, as well as students and 
nurses, spiritual awareness and attributes may not be continually nurtured and 
developed. This could continue to perpetuate the lack of spiritual understanding and 
spiritual care in practice. 
 
10.4 Recommendations for Future Nursing Research 
The study sample consisted of final-year pre-registration nursing students. Therefore, 
the findings may not be generalised to the general population. Hence, similar studies 
could be undertaken to investigate the views of different populations that have not 




Further, the views of students from different years of nursing education about 
spirituality and spiritual care may vary from the views presented by participants in 
the present study. The inquiry about the influence of different years in nursing 
education on spiritual development needs to be undertaken. After graduating from 
nursing schools, the assumption of a logically implied relationship that spiritual 
knowledge will be translated into practice has yet to be investigated.  
 
These are important questions and assumptions that should be addressed. The 
ongoing lack of research in this area may contribute to a persistent chasm between 
theory and practice application. Moreover, findings from a qualitative research study 
to examine patients’ spiritual perspectives and understanding may help to augment 
and modify SCGS and redevelop it into a patient spiritual care assessment tool.  
 
The study findings showed that the educational environment and programme type 
have an effect on students’ spiritual understanding and perceptions. The profile, 
spiritual perspectives, and understanding of faculty members could be variables that 
impact on the educational environment. Of equal importance, faculty’s views and 
comfort delivering spiritual education should be obtained as these may also impact 
the spiritual education programme. Future research could explore the relationship 
between these variables and students’ perception and understanding of spirituality 
and spiritual care.  
 
This study provided evidence of a reliable and valid SCGS.  The results of 
psychometric evaluation testing also confirmed the three research constructs and 
relationships between them. However, the instrument requires further testing with 
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different cohorts of students in different countries and contexts.  Further testing of 
the SCGS using confirmatory factor analysis in future studies across diverse study 
populations would help to establish the stability of this instrument.  
 
10.5 Conclusion 
This study has provided empirical evidence to support student nurses’ descriptions 
about the nature, characteristics, and importance of spirituality, spiritual care, and 
spiritual well-being. Certain attributes were also identified and regarded as necessary 
pre-requisites for spiritual care. 
 
The data collection tool, SCGS, was validated and tested to be reliable and could be 
the first composite tool developed in a cosmopolitan and multicultural society like 
Singapore. 
 
Based on these findings, recommendations are suggested for nursing education, 
management, and regulators. A tri-partite approach with nurses and students’ input 
to review these recommendations is also suggested. 
 
The study has also identified new areas for research which could further enhance our 
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